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Annual Meeting in Montreal—June 12th, 13th and 14th, 1923 


PRELIMINARY PROGRAMME 


TUESDAY 


Registration; discussions on ‘‘Infections of 
the Hand,’’ and ‘‘Injuries of the Hand and 


> 


Forearm ;’’ official luncheon at 12 noon; in the 
afternoon a paper by W. J. Mayo, ‘‘Septic 
Factors in the Great Plagues;’’ Orthopaedic 
Clinic on selected illustrative cases by Sir 
Robert Jones, of Liverpool, and lantern slide 
demonstration on ‘‘Acute Osteomyelitis’’ by 
Edward Gallie, Toronto. In the evening Sir 
Berkeley Moynihan’s address as noted above. 

All the sessions of opening day will be held 


in the Mount Royal Hotel. 


WEDNESDAY 


On the second day (Wednesday) the after- 
noon general session will be given up to papers, 
**Intestinal Obstruction,’’ Sir William Taylor, 
Dublin; Symposium, Recent advances in the 
treatment of organic disease; Nephritis; Myo- 
carditis; Pleural Infections; Diabetes and the 
Prostate. 


In the evening the official banquet. 


THURSDAY AFTERNOON GENERAL SESSION 
SYMPOSIUM 
‘““The Problem of More and Better Children.’’ 


1.—Sterility of the Female, 


(a) Relative, 
Displacements. 
Uneured Venereal disease. 
Birth trauma—abortion or 
labour. 
Endocrine disorders. 


(b) Absolute, 

Anatomic changes the result 
of disease or of improper 
treatment. 

Curettage. 

Radiation. 

2.—Sterility of the Male, 

Uncured Venereal disease. 

3.—Prenatal care of the Mother. 


4.—Conservatism in delivery—from the stand- 
point of 
(a) Mother, (b) Child. 
5.—Care of the New Born, 
(a) Hereditary Syphilis. 
(b) The Child’s Food. 
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The subject will be presented by the gynae- 
cologist, obstetrician, urologist, internist and 
paediatrist, and will be of peculiar interest not 
only from a medical standpoint but because 
of its national importance in its relation to 
inerease of population by natural growth as 
against immigration. 

The Canadian Radiological Association has 
joined forces with the C.M.A. and will hold its 
meetings as a section of the latter. The 
radiologists will participate in the hospital 
sectional clinics, and will also have sessions in 
the Mount Royal Hotel. 

The Canadian Society of Anaesthetists pre- 
sents a programme which is complete almost 
to the final detail, but lack of space forbids 
its publication in this issue. 

In the next issue of the Journal will be pub- 
lished a complete preliminary programme. 

Invitation is herewith extended to members 
who desire to contribute to the programme to 
notify the Chairman of the Programme Com- 
mittee without delay and effort will be made 
to provide a place for them. 


RAILWAY TRANSPORTATION 
ARRANGEMENTS 


Visitors to the 
follows :— 

The ordinary convention certificate rates of 
one fare and a half will be issued to all members 
of the association coming from points east 
of Port Arthur. The date of departure will 
commence on the 7th June and the tickets will 
be good for return up till midnight of the 
20th June. 

To those coming from points west of Port 
Arthur an extension of time will be afforded. 
Attention is drawn, however, to the fact that 
for all members coming from the far west, 
it will be more profitable to purchase a ‘‘Tour- 
ist’s’’ Ticket, inasmuch as the rates are cheap- 
er than those issued on the certificate plan. 

The Railway Authorities suggest that intend- 
ing visitors should in any case consult the 
loeal agent with reference to this alternative. 


meeting are advised as 
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Ladies’ Executive Committee 
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Exhibits and Finance Committee 
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THE AIMS, AMBITIONS AND ACTIVITIES OF THE ONTARIO 
MEDICAL ASSOCIATION* 


E. R. Secorp, M.D.,C.M.,F,A.C.S., PREsIDENT 


Brantford 


N an endeavour to sketch briefly for your infor- 
mation the activities of the Ontario Medical 
Association, it has seemed that the desired result 
could most easily be achieved by considering 
in turn the work of the various committees, each 
with its special problem, and by relating to you 
how the work is being carried on. 
The committee on Public Health is essentially 
a sub-committee of our Association. Dr. J. W.S. 
McCullough is the chief officer of the Provincial 
Board of Health, so that this committee is in a 
sense a channel of communication between the 
two organizations. The Provincial Board of 
Health has been very active in recent years in 
the work of prevention, early detection, and allevi- 
ation of disease, and this work has achieved good 
results. In 1910 the mortality rate from ty- 
phoid was 51.3 per 100,000 of the population. To- 
day it is 4.3. Among the most valuable facili- 
ties which the Provincial Board of Health places 
at the disposal of the profession, are District 
Public Health Laboratories. Two additional 
ones were established last year, one at Owen 
Sound and one at Peterborough. The work of 
the laboratories might well be further extended 
with little additional expense to include the micro- 
scopical examination of sections from neoplasms. 
If this want were expressed by a number of dis- 
trict medical societies surely we would succeed 
in persuading the Board to grant their request. 
The Provincial Board of Health has established 
fifteen government clinics for the free treatment 
of venereal disease. This work is very essential, 
especially amongst the poor who cannot afford 
to pay for the long-continued course of treatment. 
We must see to it that certain safeguards are 
established to prevent the clinic competing un- 
fairly with the private physician by caring for 
patients who are able to pay, and we must pre- 
vent the exploitation of our profession by un- 
fair sentimental appeals to our generosity. Indi- 
vidual well-meaning lay bodies, and societies 


*Abstract of Addresses delivered at various District 
Medical Meetings in Ontario during the past six months. 


are too prone to assume that the medical pro- 
fession or its individual members can afford to 
work for nothing, simply because the end in 
view, namely, the prevention of disease, is a 
laudable one. I would be the last one to advo- 
cate a commercial spirit in the profession; on the 
other hand I do feel that the tendency to organized 
exploitation of our ranks should be held under 
control. 

In this province there is no-adequate definition 
recognized by law, of the phrase, “practice of 
medicine.’”’ A committee on legislation has been 
in existence for some years, and more recently a 
Joint Advisory Committee, comprising repre- 
sentatives of the Council of the Universities and 
of the Ontario Medical Association, has been 
formed to obtain such legislation. So far the 
Legislative has not validated a definition which 
bas satisfied the committee and the profession 
at large. The combined influence of all the ir- 
regular cults with which this province is overrun 
is great. I wish to stress the attitude that we as 
members of the profession are taking on all 
occasions and at every opportunity. We are 
not asking for protection for ourselves but pro- 
tection for the public whom we serve. Our con- 
tention that, “Diagnosis is the prerequisite of 
proper treatment,” should be spread broad- 
cast. A diagnosis cannot be made without proper 
education in anatomy and physiology and a 
knowledge of the signs and symptoms of various 
dissases. If everyone seeking to attend the sick 
be forced to acquire a proper preliminary scienti- 
fic education little need be feared from personal 
differences of opinion as to the best methods of 
treatment. It is an anomalous and intolerable 
situation that a high standard should be demanded 
of those seeking to practise medicine according 
to recognized methods and means, whilst any 
one without previous education can prey upon the 
public by merely hanging out his shingle and ad- 
vertising himself as a “Doctor of Chiropractic.” 

Your Board of Directors acting with the advice 
of your Committee on Education has sent out, 
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during the past year, two hundred and thirty- 
one lecturers on medical and allied subjects to 
the various county and district societies, paying 
the expenses of a large number. This is a 
splendid work and I doubt if there’is another 
country in the world where such a real effort 
has been made to provide post-graduate educa- 
tion within the profession itself. That the under- 
taking is of real merit is shown by the grant of 
financial] assistance from the advisory board of the 
Ontario branch of the Canadian Red Cross 
Society. The reading of papers and exhibition 
of methods by imported talent at these district 
society meetings is very valuable, but the greatest 
stimulus to any man’s cerebration is the prepara- 
tion of a paper himself. At every meeting there 
should be at least one paper for which a local 
man is responsible. 

The operations and decisions of the Work- 
men’s Compensation Board and the Board of 
License Commissioners have been the subject 
of severe criticism on the part of the Associa- 
tion and have given cause for considerable news- 
paper controversy. That they are both auto- 
cratic to a degree is without question; that they 
may be lacking in tact is possible; but it must be 
remembered that these boards are appointed to 
carry out the law, and it would appear that many 
of the difficulties that have arisen have been due 
to a lack of sympathy with the law itself rather 
than to fault of the members of the board in their 
attempts to carry out their duties. When 
questions affecting any of the members have 
arisen, we have been able to secure the appoint- 
ment of an advisory committee to confer with the 
members. This is a valuable concession and one 
which has already served to remove much irri- 
tation. These committees, however, are in 
every case advisory only and the duty of carrying 
out various provisions of the law still rests en- 
tirely in the hands of the individual board con- 
cerned. I stress this point because it would be 
unfair to ask any of your members to act on these 
committees if they were to be held responsible 
by the profession for any acts of the board. 

I am very happy to be able to tell you that 
arrangements have been completed whereby, 
under certain regulations, it is now possible for 
any member of our Association to borrow any 
book or medical journal that he desires. On the 
payment of carrying charges only, such books 
can be obtained from the four medical libraries 
of the Province, Queen’s University, The Western 
University, Toronto University and from The 
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Academy of Medicine in Toronto. It is hoped 
that this arrangement will be appreciated by 
the members of the Association scattered all 
over the Province. 

Whatever our attitude may be towards hos- 
pital standardization as initiated by the American 
College of Surgeons, we must all feel that there 
is a minimum standard below which a hospital 
cannot be considered to be first-class. It is a 
matter for regret that Ontario, in many ways the 
banner Province of the Dominion, should bring 
up the rear with only 36.3 per cent. of standard 
hospitals; only one state in the Union, namely, 
North Carolina, is farther behind. It is not in 
respect of equipment, or of nursing, or of proper 
laboratory facilities that the Ontario hospitals 
are defective. It is simply that the great major- 
ity of our institutions keep no proper case records. 
The essential purpose of a hospital is the care of 
the sick. How can such an institution function 
properly when no records are kept of the diag- 
nosis, physical findings, laboratory findings, 
treatment, and the results of treatment of its 
patients? We do not even know in these hos- 
pitals what is the rate of mortality from acute 
appendicitis, or in what proportion of primarily 
clean wounds there is postoperative infection. 
The excuse is that there is Jack of time to keep 
proper case records, but time must be made. 
From time to time we have cases for which, if 
we had definite records, a further operation would 
be quite unnecessary. 

One of the most difficult problems in hospital 
administration in an open hospital is to deal 
with the incompetent surgeon who does not 
recognize his own incompetence. In a standard 
hospital such problems would readily be solved 
by staff meetings at which case records are re- 
viewed. For the staff would see to it for their 
own protection that the incompetent man was 
prevented from operating. 

The Committee on the Inter-Relations of the 
Medical Profession and the Public was formed 
for the purpose of actively studying a number 
of important questions, and it was called into 
being more particularly to study the demand for 
“State Medicine,” so-called, which a short time 
ago was a plank in the platform of the Indepen- 
dent Labour Party. No concrete conclusions 
have been reached but let me say that no form 
of “State Medicine” has yet been proposed 
which could cope at all effectually with medical 
conditions in cur community, where the popula- 
tion is so much more widely distributed than in 
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England. It is advisable that this committee 
should continue its studies and gather all available 
data in order that the Association may be in a 
position to thoroughly and effectually control 
our destinies and prevent some uninformed mem- 
ber of the local House from introducing freak 
legislation on this subject. This Committee 
has undertaken to find out how much unattended 
sickness there is in the Province at the present 
time. 

At our annual meeting in May, forty County 
and District Medical Societies were affiliated 
with the Ontario Medical Association. There 
are about 3,500 licensed practitioners in the 
Province, of whom perhaps 2,800 are actively 
engaged in professional work. We have to-day 
a membership of 1,900 of whom 1,536 are fully 
paid up for the year 1922. The total paid up 
membership in 1921 was 1,671. The annual 
fee has been raised to $10.00 and is smaller than 
the fee demanded in most of the provinces. It 
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is infinitesimal when compared with the toll 
exacted from their members for organization and 
propaganda work by the various groups of irregu- 
lar practitioners with whom our Province is 
overrun. Organization on our part is necessary 
if we are to exert our full influence in legislation. 
It seems peculiarly true of doctors as is also true 
of other groups of citizens that a small percentage 
among them refuse to join with their confréres 
in any movement for the advancement of the 
common weal. It may be that our work is of a 
peculiarly personal kind, that when we have 
succeeded in building up a practice, we have also 
constructed a form of mind like that of the 
feudal lord of old who jealously guarded his lands 
and his serfs from encroachment from without. 
It is perhaps idealistic to hope that we will ever 
We 
should at least have 2,500 members, and this is 


have a 100% fully organized profession. 


the objective we have set before us. 


PROBLEMS OF COUNTRY PRACTICE IN NEW BRUNSWICK* 


A. B. Water, M.D. 


Cambridge, N.B. 


COME before you to-day as an importation 
from the West and a comparative stranger, 
and my observations arise from the point of view 


to some extent of an outsider. And the picture 
I am wording has deliberately been made a local 
one, to be the more concrete; yet I think it may 
have points of more general application. 

Two years and a half ago, on my return from 
Khakiland, I found myself, by an eccentric 
chance, locating to work in what must be as purely 

, country as any part in this province, the heart of 
Queens County. I was inexperienced in the ways 
and life of the New Brunswick farmer. I held 
visions of putting into practice the science of 
medicine as it had been taught by my betters, 
and was curious to see how far it could be applied 
to country conditions; and to that end outfitted 
myself well with all the diagnostic equipment it 
seemed possible to use away from an electrical 
circuit, as well as a competent therapeutic out- 
fit, surgical and medical, wherewith to encourage 


*A paper read before the New Brunswick Medical 
Society, July 19th, 1922. 


therapy sometimes within hailing distance of 
diagnosis in that unequal] race. But soon the 
illusion passed, and it was evident that what was 
required of me was merely the art of general 
practice and the furnishing of a village sensation— 
the modern methodical, unadorned, surer ways 
and means of medicine were not impressive 
enough. 

I found a people thinking in, trusting in, and 
acting on superstitions of long ago, and fatalistic, 
who held it a token of ignorance that one was un- 
willing to diagnose and prescribe without first 
examining the patient, and still more so that one 
might advise observation before labelling an 
uncertain case; who had no temper for continu- 
ous treatment, whose ultimate therapy was the 
bottle of ‘“doctor’s medicine,’’ and who, if this, 
from the hands of four or five doctors of neigh- 
bourly repute, failed, regarded themselves as 
incurable; all advice as to conduct of living being 
held valueless. I found prevailing a fear and 
horror of hospitals, and operative treatment 
looked on as a short-cut to the grave. It still 
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amuses me, after having done some little operation 
to hear ‘What! is he still living! My, what a 
constitution he must have to come through all 
that cuttin’ up.’’ Primary union is considered 
unfavourable, and mistrusted; and the post- 
partum patient should get up on the ninth day 
irrespective of the size and condition of the in- 
voluting uterus, that being the day on which, as 
everybody ought to know, it goes back into its 
place. The midwife who prepares the parturient 
canal for the second stage in a case of “dry birth”’ 
by lubricating its walls with oil, lays to Provi- 
dence the blame for puerperal fever. I was 
criticized for, among many other things, declin- 
ing to “draw cancers,’’ but then it was charitably 
said to be because I knew not the secret of the 
recipe. And cancers are cancers there, whether 
the microscope views them as warts or not, and 
many have been the cures after “drawing” 
with the old Marsden Paste. 

And this population does not quite like being 
disillusioned; does not like to be divorced from 
its complacent, comfortable antiquities; does not 
like to hear that ‘cold in a wound” comes from 
somebody’s dirty finger-nails, nor that a split 
boiled fish plastered on the soles can have little 


effect in drawing out through the feet the pangs 
of ‘‘neuralgy around the heart’’; nor that to 
salt and burn a placenta and leave the ashes un- 
drawn for nine days is labour lost in suppressing 


after-pains. While some beliefs are harmless and 
less important than interesting, others are in 
effect most pernicious and need correction before 
intelligent co-operation can be attained between 


patient and physician: both kinds I have men-. 


tioned to show what missionary work there still 
remains to be done amidst our modern Canadian 
ultra-civilization. People who hold such notions 
cannot be expected to act rationally in carrying 
out their doctor’s instructions, nor can they 
understand the rationale and advantages of pub- 
lic health measures; and until they understand 
they will either ignore or oppose, most effectually 
nullifying all the good intentions of the Public 
Health Act toward the country districts, where it 
is as much needed as in the congested areas. 

The blame for this state of affairs we will, of 
courtesy, avoid placing; the result is a rather diffi- 
cult adjustment for the new country practi- 
tioner. There is in it some connection with the 
fact that even to-day, and even when coming back 
from some of our city practitioners, patients give 
evidence that they have been dismissed with easy 
rather than exact explanations of their troubles 
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when they solemnly announce that Dr. Z—said 
they were suffering from “anaemia of the liver’’ 
or “had torn the lining of the stomach” or from 
“falling of the heart”’ or “had not more than two 
ounces of blood in your whole body.”’ One has to 
tell them that they must have misunderstood the 
doctor: but why cannot we compile a table of 
standard lay synonyms for medical terms and 
avoid perpetuating the confusion that brings, 
to the public, lack of confidence and of clarity 
and allows ancient fallacies to survive. 

But while this simplifying and modernizing 
the country conception of medical principles is a 
problem, it should prove a minor one, resting with 
the country practitioner himself, if his city con- 
frére aids in being painstaking and very pre- 
cise with his patient from the farm, who un- 
doubtedly is more impressionable than the aver- 
age. 

A really serious problem is getting the right 
kind of doctor to. take up work in the country, 
and enough of him. Everybody cries out about 
the lack of quantity; fewer are concerned about 
the lack of quality, and still fewer search for the 
causes underlying both. In a past generation 
the country seems, in many places, to have been 
the refuge of the man who for one reason or 
another could not make good in the city—the 
exceptions were notable. This has created a 
handicap that still survives, an obstacle to country 
recruiting. The practitioner who chooses the 
open becomes a “‘country doctor” with a certain 
stigma to the designation, and people ask “‘ Why 
is he there?”’ and “‘Why does he stay there?’’ 
That stigma should not exist, and when it goes 
more men will seek the country. Not many 
weeks ago I read in a well known Medical Asso- 
ciation journal an article in which it was proposed 
to formulate a lesser course in medicine for under- 
graduates, qualifying them only for country prac- 
tice. Utter rubbish!—surely the product of 
some brain stunted by long confinement within 
the four walls of a hospital—some man who would 
be helpless in his own profession without some- 
body to dispense his drugs and sterilize his dress- 
ings and prepare the stains for his microscope and 
be nursemaid in general to him. The country has 
no place for undertrained doctors. Why should 
the accident of a man’s domicile affect his rights 
to proper medical attention? Statisticians tell 
us that our rural population is the backbone of 
the country, and as such our farmers are entitled 
to as efficient medical and state medical care 
as everybody else, especially since rural habits 





THE CANADIAN MEDICAL ASSOCIATION JOURNAL 


have made rural morbidity greater than urban. 
And to get this care they should have better 
average general practitioners than have the 
cities, not less good—men who are handy, re- 
sourceful enough to get results in spite of lack of 
technical conveniences and luxuries, who can 
weigh evidence and make their own decisions 
with knowledge and training and logic to back 
them, who can face and solve a problem instead 
of making that spiritless, lazy surrender that 
breeds a habit of mental paralysis “Let us call 
in a consultant.’”’ Not that consultants are to be 
decried—on the contrary there are not half 
enough of them—but since they are very busy 
men and not always available our country prac- 
titioner must be one less easily stumped than the 
average. So let us help to solve this problem 
of the country, the lack of doctors, by giving 
good men encouragement to go there, feeling that 
they will receive honour where honour is due, and 
not stigma. Surely with this removed there are 
young men forthcoming who would rather live 
the active, hardy life of the country than the 
monotony of the city routine of office, hospital, 
and the same old round of streets. Their service 
to profession and country need be second to none, 
and with reasonable self-care they need not grow 
rusty: there are always with one his eyes, ears, 
and fingers, which even to-day should be one’s 
chief clinical instruments; there are current 
journals; there are medical conventions; all these 
can do much to keep the polish so rightly guarded. 

The lode-stone removed, let his prestige be 
given a fair chance; this, while human nature re- 
mains human, will always rest largely with the 
city physician. It has been, one regrets to say, 
sometimes a delicate matter for the country doctor 
even to refer his cases to the city for consultation 
or special examination—say for a bismuth-meal 
series, or skiagraph of a newly set fracture. I 
have heard colleagues, sound men, tell of sending 
cases to Doctor Réentgen, a general practitioner 
doing radiography, and of the case being promptly 
advised by Doctor Réentgen to stay and be 
treated correctly by himself, since Dr. X—is 
“only a country doctor.” Leaving out of con- 
sideration the glaring theft, we might find that 
Dr. X—, before competent judges, would have 
been considered the more competent of the two, 
but an ethical conscience prevents his retaliating; 
and this treatment hurts his local reputation as 
well as his feelings; the country patient is always 
most ready to believe a stranger, and spreads his 
dictum far and near. And so it comes to pass 
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that, when in doubt, the country practitioner 
hesitates to take the personal risk of sending his 
case to an unknown who may unjustly belittle 
or even libel him and his work, and his reputation 
suffers thereby; he should be al owed all possible 
opportunity of finding true consultants, superiors, 
men of broad mind who even while disagreeing 
can do so without disrespect to the contrary 
opinion. There are such—I have been fortunate 
myself, and know. Unfortunately, while all 
born of a medical school know to some extent the 
life of the city. and hospital practitioner, it is not 
often given to the city practitioner to know the 
life of his country brother, nor the potentialities 
of his work. When someone claims, for instance, 
that our operating asepsis in the country cannot 
be as good as in hospital, one realizes what need 
there is for better acquaintance. You have been 
good enough to invite me to your councils to-day, 
—may I beg of you to enlarge your bounty next 
year by inviting other country members, giving 
them a chance to know and be known, to the pro- 
motion of sympathy and goodwill and the public 
benefits that accrue thereby; perhaps even to 
organize a country section to the New Brunswick 
Medical Society, and, from that, smaller local 
case-discussion societies. The country doctor 
does not rub shoulders enough. Perhaps it 
seems that my paper to-day savours overmuch 
of grievances; I hope not, for I have tried to men- 
tion only what points the way to a more full 
mutual understanding: on that, I am convinced, 
rests the possibility of better co-operation and 
better service to the rural public with less fric- 
tion. 

Our hospitalization is a problem, even a bogey; 
when we need the assistance and the machinery of 
a hospital we need it badly. Yet obstacles are 
in the way. There is in New Brunswick no pro- 
vincial hospital to whose upkeep Queens County, 
for example, contributes, and as _a result a pa- 
tient sent thence to the General Public Hospital 
in St. John has to pay full cost of maintenance as 
a public patient. To the very class of patients 
who most need hospitalization this often is a 
serious barrier; they simply cannot pay the mini- 
mum of three to four dollars a day, and the only 
alternative is the humiliation of being “put on 
the parish.’”” Why cannot some well equipped 
general hospital be made a provincial institu- 
tion and outside counties be given to understand 
that when they contribute a certain per capita 
rate to its maintenance each year, their hospital- 
ized cases will be cared for under the same condi- 
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tions that local city patients now are. In this 
province there are more people outside hospital 
maintenance areas than in them, and yet the poor 
of that majority have to get any hospital atten- 
tion at a crippling disadvantage. Local small 
hospitals of the cottage type would be of help 
provided they were run by some independent 
body such as the Red Cross or the I.0.D.E., and 
a sickness insurance fund used in maintenance; 
but such cannot fill the place of the large general 
hospital, since pathological laboratory, radio- 
graphy, electrocardiography, hydropathy and 
like assets are not practically possible in them. 
Give the countryman access to a fully equipped 
hospital when he needs it, and let him have the 
same consideration as his city cousin; he may 
be difficult to treat, and inclined to teach the 
clinician his business, but at the least he is as 
worthy as the city man, and has as much right to 
care. As regards county support, that argu- 
ment which above all others appeals to County 
Councils—the practical demonstration of re- 
duced expense—can easily be effected by the 
country practitioners themselves. County Coun- 
cils get off altogether too lightly. They should 


not only support their hospital poor; they should 
take some of the burden from their doctors who 
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attend poor at home; not nicely segregated in a 
ward where they may all be seen in a few minutes, 
but scattered here and there over four hundred 
square miles, where they are visited separately 
and given free medicine at the expense of a long- 
suffering doctor, who should at least be reim- 
bursed by the county for his mileage and cost of 
drugs. Co-operation is needed again. 

Gentlemen, you have listened patiently to my 
tale of country problems; there are others, but 
I think you have heard the worst—and in the 
worst there is nothing that cannot be mitigated 
by acquaintance, education, and co-operation. 
May I ask you in the interests of public welfare 
to encourage these and to tell of any way in 
which the country practitioner may help. I 
often wish that we could have lecturers on medical 
subjects go through the country bringing people 
more into line with our present day ideas; lectur- 
ers who have the gift of creating true mental 
pictures from non-technical language. There is 
huge scope here at home for such an enlightening 
influence, both in preventitive and curative medi- 
cine. 

I would urge again—try to know your country 
colleague, and let him know you, and all good will 
follow among good men. 


THE DIAGNOSIS AND TREATMENT OF DUODENAL AND 
GASTRIC ULCER* 


E. M. EsBeErts 


Surgeon to the Montreal General Hospital 


HE fact that there has been no conspicuous 
advancement in the diagnosis and treat- 
ment of peptic ulcer during the past five years 
would, broadly speaking, rather indicate that both 
were approaching a finite stage. However, 
though there is nothing new to report, a general 
review of the methods of diagnosis and the treat- 
ment employed in this important field of surgery 
may prove of interest. 
The symptoms of gastric and duodenal ulcer 
may, with advantage, be divided into two groups, 
major and minor. 


‘Pain Eructations 
Tenderness Feeling of fulness 
Vomiting Loss of appetite 


Haemorrhage Minor | Constipation 


Major : 


Hyperacidity Loss of weight 
Periods of remission Anaemia 


*Part of Symposium on Chronic Diseases of the 
Stomach, Montreal Medico-Chirurgical Society, January 
6th, 1923. 


The periodicity of ulcer pain is very character- 
istic. It comes on at intervals of from one-half 
to five hours after meals, depending upon the loca- 
tion of the ulcer, and is relieved wholly or in 
part by vomiting, by alkalis, and in duodenal 
ulcer (and occasionally in prepyloric) by the 
taking of food. Pain is usually felt only in the 
epigastrium, but, when the ulcer is on the pos- 
terior wall of the stomach or duodenum, it is re- 
ferred to the back; and when the lesion is in the 
prepylorus or upper duodenum and there are ad- 
hesions to the neck of the gall-bladder or cystic 
duct, it may be referred to the right breast or 
shoulder, resembling the pain of biliary colic. 

Tenderness in the epigastrium, usually to the 
right of the median line, is present during the 
florid stage of the ulcer, and its increase is indic- 
ative of the extension of the ulcerative process 
toward the peritoneal surface, often indeed of 
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perigastritis and localized peritonitis—portents 
of perforation. 

Vomiting occurs in only twenty or twenty- 
five per cent. of cases, most frequently in cases 
of ulceration of the lesser curvature or as the re- 
sult of pyloric obstruction and stasis. Haemor- 
rhage is also an infrequent sign, occurring in 
about twenty-three per cent. of cases, but its 
occurrence is a fairly positive indication of gastric 
or duodenal ulcer. It must be differentiated, 
however, from those rare cases of haematemesis 
(gastrostaxis)’ occurring at the menstrual period 
in young women, cases in which the differential 
diagnosis may be most difficult and where opera- 
tion is contra-indicated ; and also from those cases 
of haemorrhage from oesophageal varix, the re- 
sult of hepatic obstruction, hepatic cirrhosis, in 
which the cause of haemorrhage is seldom in 
doubt. 

Gastric analysis affords valuable information 
as to the concentration of the gastric secretions, 
that is, the presence or absence of hyperacidity 
and the state of gastric motility; but it is fallacious 
to suppose that hyperacidity invariably connotes 
ulcer or that the presence of free hydrochloric 
acid necessarily excludes cancer. 

Periods of remission or freedom from symptoms 
alternate with periods of activity, the intervals 
between the florid stages gradually becoming 
shorter. A feeling of fulness and weight, with acid 
eructations, is an extremely common complaint, 
but it is in no sense diagnostic. 

The appetite is usually well maintained. If 
the diet is restricted, it is usually done volun- 
tarily to avoid the pain which follows eating. In 
a recognized case of chronic gastric ulcer, failure 
of the appetite may be an early indication of 
carcinomatous change. In cases of pyloric steno- 
sis, whether due to duodenal or gastric ulcer, 
the loss of appetite accords with the degree of 
stenosis. Broadly speaking, however, loss of 
appetite suggests carcinoma rather than ulcer. 

Constipation is coincident with a restriction 
in diet. It is most pronounced when there is 
pyloric obstruction. Loss of weight also occurs 
during periods of activity in the ulcer, when less 
food is taken. In the intervals between so- 
called “attacks,” the gain in weight is usually 
rapid. The most noticeable loss of weight re- 
sults from frequent vomiting or obstruction. 
Although pronounced anaemia may be produced 
by haemorrhage, anaemia is not a feature in the 
average case. 

In view of the serious consequences which may 
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attend a delay in diagnosis and treatment, one 
would seem justified in urging that all cases of 
dyspepsia in adults be carefully investigated. 
In gastric ulcer the particular menace is carcino- 
ma; in duodenal ulcer, perforation and periton- 
itis. The Mayo Clinic? reports that, in a group 
of ninety-four cases of ulcer and advanced car- 
cinoma of the stomach, a history of ulcer extend- 
ing on an average over a period of eleven years 
was elicited. Hospital statistics show that a 
large percentage of duodenal ulcers are per- 
forated on admission. In the Montreal General 
Hospital surgical records for the past four years, 
I find that sixty-two cases of duodenal ulcer were 
operated upon, and of these twenty were per- 
forated. The most neglectful patients in this 
respect would seem to be the farmers, who, be- 
cause of their otherwise robust health, complain 
little and late. In support of this statement, I 
may say that from one agricultural district I 
have had admitted to my service six cases of 
duodenal or prepyloric ulcer, all of which were 
perforated on admission. Furthermore, it is 
frequently those cases with mild symptoms which 
perforate. 

While it is to the radiographic findings that 
we must look for a final diagnosis as to the loca- 
tion and mechanical effects of organic lesions of 
the stomach and duodenum, I feel very strongly 
that the barium meal should not take the place 
of a preliminary investigation of the symptoms, 
but should, in a majority of the cases, merely 
confirm a diagnosis already arrived at. 

In an early duodenal lesion the x-ray usually 
shows hypertonicity (firm contraction upon con- 
tents), hyperperistalsis, hypermotility (rapid 
emptying), and the absence of duodenal shadow 
(duodenal spasm). Later, in the florid stage, 
associated with a certain amount of scar forma- 
tion, we may or may not have hypertonicity, 
hyperperistalsis, and hypermotility in combina- 
tion, but there is usually less rapid emptying and 
a deformed duodenal cap. In the late stages, 
where scarring is advanced, we have a dilated 
flaccid stomach and twelve to twenty-four hour 
retention. These features are also met with in 
peptic ulcer situated immediately proximal to the 
pyloric ring. 

In lesions of the body of the stomach, those 
ulcers which develop astride the lesser curvature 
are the most common and may be associated 
with pyloric spasm. They are radiographically 
to be diagnosed by hypertonicity, hyperperistalsis, 
and deformity of the lesser curvature. Ulcers 
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in this location may, in the early stages, as pointed 
out first by Schmieden,® give rise to the radio- 
graphic picture of incomplete hour-glass stomach 
or incisura, owing to a spasm of the circular 
fibres. which, however, disappears under the 
hypodermic administration of atropine or under 
a general anaesthetic. Both Schmieden and 
Hochenegg lay stress upon the importance of 
exploring such stomachs for ulcer in the region 
of the lesser curvature, even if no visible or 
palpable lesion is found when the abdomen is 
first opened. 

Ulcer of the posterior wall may be demonstrated 
radiographically by lateral views, showing adhe- 
sions to the pancreas, or by the use of the com- 
pression bag and the demonstration of a bismuth 
rest in the crater of the ulcer, or by rotation of the 
patient during fluoroscopic examination. There 
is one radiographic feature which is common to 
all advanced ulcerative lesions of the stomach 
and duodenum, namely, the barium rest due to a 
retention of barium in the crater of a chronic 
ulcer or the lodgment of barium in a false sac 
or perigastric or periduodenal space. Finally, a 


marked gastric retention is strong corroborative 


evidence of an organic lesion. 

In the general run of cases, if there is no evi- 
dent hour-glass constriction, no characteristic 
barium rest, or no marked gastric retention, a re- 
liable radiographic diagnosis of gastric or duo- 
denal ulcer can be made only by a roentgenologist 
of large experience and conservative views. 

Although there are many operations for the re- 
lief of gastric and duodenal ulcer, they have all 
in common certain definite aims: (1) to eradicate 
the lesion responsible for the symptoms; (2) to 
alter the chemical condition thought to be re- 
sponsible for the development of the lesion; (3) 
to promote healing of the ulcer by lowering the 
intragastric tension, reducing peristalsis, and 
diverting the food stream; and (4) to overcome 
obstruction. Only one or all of these objects 
may be attainable. If it can be done without 
too great a risk, the ulcer should always be re- 
moved. The method employed, of course, will 
not be the same in every case. 

Gastro-jejunostomy and pyloroplasty (Fin- 
ney)* admit the alkaline pancreatic juice directly 
into the stomach, and so lead to a diminution in 
the quantity and concentration of the gastric 
secretions, partly through simple chemical neu- 
tralization, partly through the reflex action of the 
panereatic juice upon the gastric mucosa, and 
partly through the rapid emptying of the stomach, 
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which lessens the period of time during which 
acid secretion is maintained. One may say, 
parenthetically, that it is believed by Patter- 
son’ and many others, that the*admission of pan- 
creatic secretion into the stomach confers upon 
that organ the immunity to carcinoma which is 
generally conceded to be the birthright of the 
small intestine. In confirmation of this belief, 
I think I am justified in saying that gastric ulcers 
which show no signs of malignancy at operation, 
but which for some reason, clinical or technical, 
cannot be removed, seldom undergo carcinoma- 
tous change after gastro-enterostomy. If we 
accept the view that ulcer is a common precursor 
of cancer, this is very striking. 

In cases of duodenal or gastro-duodenal ulcer 
which have gone on to healing, cicatrization, and 
pronounced stenosis, it is generally conceded that 
the best results are secured by gastro-jejunostomy. 
Indeed, in the light of postoperative experience, 
one might say that the functional results vary 
directly with the degree of stenosis. One might 
even assert that, in cases which have been shown 
by repeated x-rays to have a six-hour retention, 
there are very few failures from gastro-enter- 
ostomy. Schnitzler® believes that gastro-enter- 
ostomy is indicated only in cases of stenosis. 

The exceptional functional results which are 
noted following gastro-enterostomy in cicatricial 
pyloric stenosis are ascribed by Pool’ to the 
relief of the intragastric tension and the reduction 
in peristalsis. It is his opinion that the relief of 
intragastric tension is a more important factor 
in securing rest for and promoting healing in the 
ulcer than is the diversion of the food stream 
From an analysis of fluoroscopic findings, after 
gastro-enterostomy, A. L. Holland® concludes 
that the good results do not depend upon the 
“complete occlusion of the pylorus, since in 
practically all cases the antrum and duodenum 
(cap) can be filled under pressure.” 

The failures from gastro-enterostomy, aside 
from those which are inexplicable, fall under two 
headings: (1) those from technical errors, and 
(2) those from a wrongly elected operation. The 
technical errors most commonly responsible for 
an unsuccessful gastro-enterostomy are (1) mis- 
placement of the stoma, and (2) making the 
stoma too large. The stoma should always be 
at the most dependent portion of the stomach, or 
at a point on the greater curvature directly in 
line with the vertical portion of the lesser curva- 
ture. From an investigation of the late func- 
tional results of gastro-enterostomy, Wilensky® 
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concludes that the stoma secured by the button 
operation, admitting one finger and approxi- 
mately the size of the pyloric opening, gives the 
best functional results. Too large a stoma per- 
mits an excessive rate of evacuation of the 
stomach, with resulting intestinal indigestion. 

It appears to be fairly well established, that the 
symptomatic failures following gastro-enteros- 
tomy are most common in those cases in which the 
operation has been performed for a simple non- 
obstructing ulcer in the neighbourhood of the 
pyloric ring, and these failures have led to the 
adoption of less radical measures. 

The simplest procedure for anterior duodenal 
uleer is excision without gastro-enterostomy. 
This method has been followed by Judd’® in a 
series of 400 cases, with satisfactory results. 
This is due, possibly, to the fact that simple ex- 
cision of a duodenal ulcer always leads to a reduc- 
tion in the acidity of the gastric juice. Cautery 
excision (Balfour)'’ with suture of the defect, 
followed by gastro-jejunostomy, is also a well- 
established practice. 

Duodenal ulcer on the posterior wall should be 
cauterized, and, if possible, excised, especially 
" if there be a history of haemorrhage: but this le- 
sion, if some distance beyond the pylorus, cannot 
be dealt with with ease and safety, and one must 
frequently rely upon gastro-jejunostomy alone. 
It is in this type of case that symptoms most often 
recur after operation. 

In old duodenal ulcer situated immediately 
beyond the sphincter and in prepyloric ulcer 
(the gastro-duodenal group), one may choose be- 
tween Finney’s pyloroplasty and the operation 
known as Billroth II’? (partial pylorectomy and 
gastro-enterostomy). There is a growing feeling 
that Finney’s operation should frequently be the 
procedure of choice, especially if the ulcer can be 
removed at the same time. In considering the 
relative advantages of the two procedures, one 
must bear in mind that Billroth’s operation carries 
with it the possibility of sequelae common to all 
gastro-enterostomies, namely, acute dilatation 
of the stomach, the development of a vicious circle, 
obstruction due to kinking or adhesions, periton- 
itis, and the development of a gastro-jejunal ulcer. 

In chronic ulcer of the antrum, with wide in- 
flammatory infiltration, the operation of choice 
is partial pylorectomy and Polya’s'*? anastomosis 
with the first part of the jejunum, a more rapid 
procedure than Billroth II and very much safer, 
if a large part of the pyloric portion of the stomach 
is to be removed, because in Billroth’s operation, 


233 


owing to the impaired blood supply in the inter- 
val between the distal suture line of the stomach 
and the gastro-enterostomy, there is always the 
danger that the suture line may give way. Bal- 
four’s'* modification of the Polya operation, that 
is the anastomosis of the distal portion of the 
stomach with the small bowel, about eighteen 
inches from the duodeno-jejunal junction, is 
more suitable for subtotal gastrectomies per- 
formed for carcinoma. 

Saddle ulcers of the lesser curvature are, as a 
rule, easily removed by a diamond or V-shaped 
excision, after the gastro-hepatic omentum has 
been partially divided. The closure of the 
stomach should be transverse. Whether or not 
gastro-enterostomy should be performed at the 
same time, is a question which must be decided 
in the individual case. If the ulcer is extensive 
and a considerable length of the lesser curvature 
must be sacrificed, Alvarez’® advises the opera- 
tion of resection in continuity, which, though 
more hazardous, is said to give better functional 
results, because of the removal of corresponding 
lengths of both curvatures, which involves no 
interference with the synchronized peristaltic 
impulses travelling from the cardia along the 
lesser and greater curvatures. Against this pro- 
cedure, in addition to the immediate risks, must 
be considered the possibility of the development 
of an hour-glass deformity. In a small series of 
cases, Judd'® has demonstrated that, after seg- 
mental resection, there was a reduction of fourteen 
each in the total acidity and the free hydro- 
chloric acid. Whether this reduction in the 
acidity results from the excision of an irritating 
lesion or from the coincident removal of a con- 
siderable area of acid-secreting mucosa, cannot 
be definitely stated, although, as mentioned be- 
fore, the excision of a purely duodenal lesion 
invariably leads to a reduction in the acidity of 
the gastric juice. 

By the same route one may now, with com- 
parative safety, excise ulcers, even penetrating 
ulcers, of the posterior wall of the stomach 
(Mayo)'’. As these ulcers of the posterior 
wall frequently bleed profusely, sometimes caus- 
ing death, one is warranted in taking additional 
risks in eliminating them. Otherwise, one has no 
protection against death from haemorrhage after 
a perfectly smooth recovery from a gastro- 
enterostomy. 

In the treatment of hour-glass deformity there 
are alternative procedures: segmental resection 
and gastro-gastrostomy (the anastomosis of the 
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two sacs). Where the sacs are equal in size and 
there is no pyloric obstruction, Sir Berkeley 
Moynihan’® advises a simple gastro-gastrostomy 
This, of course, leaves to the uncovenanted 
mercies the fate of the ulcer. For this reason 
there are many advocates of the more radical 
segmental resection, though Moynihan thinks 
that it is often followed by a recurrence of the 
hour-glass deformity. 

With regard to perforated ulcer, it is still a 
moot point whether gastro-enterostomy should 
be performed as a routine measure after closure 
of the perforation. Owing to the added operative 
risk and the danger of sequelae, Pool’ thinks that 
an initial gastro-jejunostomy should be _per- 
formed only in those cases in which there seems to 
be a constriction of the pylorus after suture of 
the perforation. In a series of thirty-one cases 
in which simple closure was done, twenty-one 
remained free from symptoms, and ten had a 
recurrence. In seven of these a subsequent 
gastro-enterostomy was done for the relief of 
pyloric obstruction. The other three still have 
symptoms, but have had no further operation. 
Pool believes that it is better to do a secondary 


gastro-enterostomy in a third of the cases than 
to submit all to a prophylactic gastro-enterostomy 
at the initial operation, which in a certain num- 
ber of cases is likely to prove a failure. 

Hromada and Newman’® think that simple 
closure of the ulcer should be abandoned for the 
more radical excision with gastro-enterostomy 


(BillrothII). In support of their contention they 
cite the interesting case of Dr. C. K. P. Henry,”° 
in which radical treatment of the ulcer was finally 
undertaken at the fifth laparotomy. Their own 
results, however, are less favourable than Pool’s: 
in nineteen cases there were fourteen recoveries 
and five deaths. 

In perforated gastric and duodenal ulcers, as 
in all perforative lesions of the intestinal tract, 
the prognosis depends upon the time which 
elapses between perforation and operation. Pool 
reports that in forty cases of perforated duodenal 
ulcer operated upon within six hours after per- 
foration there were no deaths; in nine cases 
operated upon between six and twenty-two hours 
after perforation there were four deaths; and in 
nine cases operated upon twenty-two hours or 
more after perforation there were seven deaths. 

Post-operative treatment. Should vomiting oc- 
cur after operation, stomach lavage should be 
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promptly practised. Dehydration is prevented 
by the administration of six ounces of glucose 
saline (5-10%) per rectum every four hours and 
small quantities of water by mouth. The fre- 
quent use of a mouth wash is essential; the addi- 
tion of lemon juice is of value in stimulating 
parotid secretion and lessening the danger of 
parotid infection. Where indicated, the heart’s 
action should be sustained by the hypodermic 
administration of caffein citrate every four hours. 
Calomel and castor oil should be administered on 
alternate nights to prevent fermentation. Len- 
hartz diet should be begun on the third day, and 
all increases should attend upon the appetite. 

To secure the best results, prolonged after- 
treatment is essential. A routine life and diet 
should be prescribed. Finney’s diet list?’ is 
admirable. Meals should be small and frequent, 
and food should be thoroughly masticated. 
Sodium bicarbonate, (Squibbs) taken at bedtime 
is helpful in restoring and maintaining normal 
gastric function. 
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THE INFLUENCE OF CHRONIC DISEASE OF THE GALL-BLADDER 
IN PRODUCING STOMACH SYMPTOMS 


F. A. C. Scrimerr, B.A., M.D. 


Montreal 


T is for me in opening this part of the discus- 
sion to remind you that diseases of the gall- 
bladder do give rise to stomach disorders. It 
has been said that an illness beginning with local- 
ized pain in the right lower quadrant is not appen- 
dicitis; that of course is not true; but the saying 
contains this seed of wisdom—that epigastric 
pain, eructations of gas and vomiting, do not 
localize intra-abdominal disease. 

That I might be able to say that these are the 
signs and symptoms associated with gall-bladder 
disease, I have read over carefully the case records 
of the last one hundred cases of chronic or re- 
curring gall-bladder disease and the last fifty 
cases of chronic gastric or duodenal ulcer admitted 
to the Royal Victoria Hospital. I have only 
used the records of those cases in which the diag- 
nosis was confirmed by operation, with the object 
of correlating, if possible, the symptoms with 
the condition found. May I say here that I was 
pleased, almost surprised, to find that the clinical 
picture was in most cases distinct; and that it 
corresponded fairly exactly with our generally 
accepted teaching on the subject. 

The study of the gall-bladder records gave some 
interesting information. There were few wrong 
diagnoses as between gall-bladder and stomach 
disease—not more than five or six. There were 
more; and these I have excluded from my study, 
where the evidence of disease found at operation 
was not sufficiently definite to make one sure that 
the cause of the symptoms had been found. 
Some of them were in that class which Dr. 
Finney once termed in discussion; ‘‘not a nor- 
mal appendix mind you.” These I will leave 
to the medical representatives in our evening 
discussion. 

The large majority of the proven cases of gall- 
bladder disease gave a distinctive and fairly con- 
stant history of repeated attacks of pain over a 
period of months or years, nearly always local- 
ized to the “right upper quadrant,” “below the 
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right costal border,” “in the gall-bladder re- 
gion.” The pain was often felt through to the 
back and sometimes between the shoulder blades; 
rarely (e.g. in two instances) was it noted as being 
felt in the right shoulder or in the right side of the 
neck. It is to be noted that the pain associated 
with disease of the stomach, when it was severe, 
was referred to the back about as often as was the 
pain from the gall-bladder. 

The pain was described as colicky, paroxys- 
mal, boring, or stabbing. It was associated 
with nausea and vomiting which sometimes gave 
relief. The duration of the attack was a few 
hours up to some days and subsided gradually, 
leaving a soreness below the right costal border. 
In the intervals between the attacks the patients 
were frequently, but not always, well. There 
was often a history of nausea, eructations of gas, 
and constipation. If well, they were perfectly 
well and could eat all kinds of food without dis- 
comfort. 

The nausea, eructations of gas, and consti- 
pation, when complained of, were felt irregular- 
ly during the interval, sometimes preceding 
or following an attack of pain, and sometimes 
they were associated with heartburn which was re- 
lieved by soda and food. Such were the typical 
cases and the symptoms fall into two classes, 
(1) with the symptoms of the attack and pain 
localized to the right upper quadrant nausea, 
and vomiting which gave no relief; (2) with an 
underlying cramp, soreness in epigastrium, eruc- 
tations of gas, heartburn, and constipation. 

In a minority of the cases, the main history 
was a recurrence of periods of dull, aching pain 
in the epigastrium with eructations of gas, and 
occasional vomiting. Such pain was often re- 


lieved by soda and by food. Rarely, however, 
in a proved case of cholecystitis or cholelithiasis 
was there not some history of acute pain local- 
ized to the right upper quadrant. Pain re- 
ferred to the shoulder was not frequently noted, 


and when noted, it was usually brought out as 
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tle result of questioning. Jaundice was an infre- 
quent occurrence. 

In some five of the 100 cases there was no his- 
tory of severe attacks of pain, only a grumbling, 
gnawing pain relieved by food and alkalis and not 
to be distinguished by the history alone from the 
pain of stomach diseases as the history was that 
of the associated hyperacidity. Such a case was 
the following: No. 20,707.—Onset six months 
ago with epigastric distress, sensations of weight 
in stomach, eructations of gas with foul odour, 
voluntary limitation of food, and constipation; 
later, gnawing, epigastric pain two hours after 
meals, relieved by soda and food. Barium meal 
showed a small poorly formed cap. At operation 
the stomach and duodenum were found to be nor- 
mal. The gall-bladder was white and thick- 
ened; there were no stones. Microscopic sec- 
tions showed an almost complete absence of gall- 
bladder mucosa. There seemed to be nothing 
here to account for the symptoms except an ob- 
viously diseased gall-bladder. 

We have, then, throughout the whole series, 
a reculring group of stomach symptoms resem- 
bling the picture of hyperacidity, sometimes with 
a moderate retention. During the acute at- 


tack these symptoms are submerged by the more 
violent ones of pain and vomiting but reappear 


during the intervals. In others, the lesser 
signs dominate the picture and excuse, as in the 
case quoted above, a diagnosis of gastric or duo- 
denal ulcer. 

It was interesting during the subsequent read- 
ing of the gastric and duodenal ulcer series to 
get the feeling of a much less stormy disease than 
in the gall-bladder cases; distress rather than pain, 
or a nagging miserable pain, generally of a per- 
sistent character, rather than pain in paroxysmal 
attacks. There was also less complete freedom 
from symptoms during the intervals of compara- 
tive well-being and a more definite association 
with the taking of food; by this I mean not so 
much the relief from soda and food as in the 
hyperacid cases, but the inability to take food 
on account of its being followed by pain. 

I think that we are inclined to accept vaguely 
this scattering of symptoms over the whole in- 
testinal tract and this confusing variability as a 
part of the nature of the disease, or almost as 
vaguely, we regard these symptoms as reflex, 
rather than search for an explanation of their 
occurrence. Only by understanding the why and 
the how can clearness come. For this explanation 
we must look to the nervous system through which 


all disorders are perceived. For this part I will 
quote indiscriminately from publications by 
Gaskell, Pottinger, Hertz, Sherrington, Mac- 
Kenzie and others. 

The gastro-intestinal tract has a double nerve 
supply almost throughout. In the areas under 
discussion there are the vagus; representing the 
parasympathetic and the sympathetic. Every- 
where the effects of stimulation, direct and reflex 
of the motor and secretory fibres of these nerves 
are opposed to one another. The parasympathetic, 
represented by the vagus, causes contraction, in- 
creased tone and increased secretion, except in the 
case of certain sphincters. The sympathetic brings 
about relaxation, loss of tone, and diminished sec- 
retion. Neither of these nerve systems recognize 
pressure, heat, or cutting as touch or pain; at 
least this is true in normal states. It is held by 
some authorities, therefore, that all recognition, 
i.e., through pain, of diseased conditions must be 
by means of a reflex through the skeletal nerves. 
It is held by others—and this is more acceptable to 
me—that the normal stimulus of these organs is 
distension, and that excessive distension or ten- 
sion will overcome the resistances to reach the 
cervical areas and be recognized as pain, and this 
phenomenon occurs all the more readily in in- 
flamed states of the organs. A pain therefore 
could be felt and localized in the diseased organ 
even though that organ were insensitive to 
pressure, heat, or cutting. 

Besides these nerves in the vegetative system 
the areolar tissue just outside the parietal peri- 
toneum is supplied with spinal nerves sensitive 
to touch. The under surface of the diaphragm 
also, through the intercostals, is sensitive to pres- 
sure; and the dome of the diaphragm, through 
a phrenic reflex, refers pain to the neck and 
shoulder. 

The distribution of the vagus is a wide one. 
It supplies fibres to the heart, lungs, oesophagus, 
stomach, liver, gall-bladder, small and large 
intestine to the transverse colon. It contains 
both ingoing and outgoing fibres but it does not 
connect with the spinal nerves whose normal func- 
tion is the recognition of pressure as touch and 
pain. 

The internal viscera are segmentally related 
to the skin segments through the sympathetic 
connector neurons. The diaphragm with the 
IlIrd and IVth cervical segments, the heart with 
the Vth and VIth dorsal and the stomach, liver, 
gall-bladder and pancreas with the Vth—IXth, 
reflecting strongest in the VIth and VIIth. The 
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stomach and pancreas refer pain reflexly to the 
left side of the body, the liver and gall-bladder 
to the right side, but al] these reflexes are in the 
same segments. 

From this it is clear then an incoming stimulus 
along the vagus will, on completion of its reflex, 
tend to cause contraction and increase in secre- 
tion not only in the organ diseased, but will 
spread its influence over all the viscera supplied by 
its fibres, and will be of little value for localization. 
The sympathetic, on the other hand, has connect- 
ing fibres, through its ganglia, with the spinal 
nerves and will, therefore, tend to be associated 
with sensory and motor reflexes in the corres- 
ponding skeletal muscles. 

To illustrate from our gall-bladder cases as I 
conceive it may occur: A stone becomes im- 
pacted in the cystic duct, the irritation sets up a 
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spasm of muscle with distension of the gall- 
bladder. This, being an exaggeration of the nor- 
mal, may be perceived directly as pain in the 
organ, or reflexly, through its sympathetic connec- 
tion with the Vth—IXth dorsal segments, as pain 
with rigidity of the right rectus. At the same 
time vagus reflexes are set up which are dis- 
tributed widely as spasm of muscle in the stomach 
and intestine with increased secretion. In the 
less acute conditions, the vagus reflexes may pre- 
dominate and we get, in the intervals, disturbed 
function of the stomach or of the intestines, eructa- 
tions of gas, hypermotility, hyperacidity, consti- 
pation. 

Thus we may get at least a working understand- 
ing of the variability of symptoms in the same di- 
sease and its influence on neighbouring organs. 


CHRONIC APPENDICITIS: ITS DIFFERENTIAL 
DIAGNOSIS AND TREATMENT* 


Fraser B. Gurp, B.A., M.D. 


Surgeon, Ste. Anne’s Military Hospital; Assistant Surgeon, Montreal General Hospital 


“CASES of chronic appendicitis in which the 

stomach symptoms predominate have 
been a stumbling block in the past to both phy- 
sician and surgeon, and even to-day the symp- 
tomatology of the condition is far from being 
definitely settled.’’—Graham. 

Chronic indigestion is most typically exempli- 
fied in chronic peptic ulcer, diseases of the gall- 
bladder, appendicitis, and cancer of the stom- 
ach, but we must bear in mind the digestive 
disturbances which accompany pulmonary 
tuberculosis, tuberculosis of the _ ilio-caecal 
region, and pancreatitis, and such constitution- 
al diseases as Bright’s disease and pernicious 
anaemia. It is only through painstaking care 
in clinical and special examination of sufferers 
who present themselves because of digestive 
disorders that a correct diagnosis can be 
reached. 

Patterson says: ‘‘The evidence that the gas- 
trie symptoms in many eases which simulate 


“Read as part of a Symposium upon Digestive Dis 
orders. Medico-Chirurgical Society, January 5th, 1923. 


gastric or duodenal ulcer, and in some eases of 
acid dyspepsia, are due to appendicular disease 
is three-fold. (a) The majority of the patients 
are cured by appendectomy, (b) the influence 
which appendectomy has on the gastric con- 
tents, and (ce) the frequency of a previous his- 
tory of gastric symptoms in those who have an 
attack of acute appendicitis.”’’ 

The disease, chronic appendicitis, may be 
considered from both the pathologist’s and the 
elinician’s point of view; for the purpose of 
this symposium it is the clinical diagnosis to 
which we must reserve our attention. That 
as a pathologic entity, chronic inflammatory 
changes in the appendix may and do occur, is 
recognized by everyone. Oskar Klotz, in a re- 
eent analysis of 5,647 appendices examined, 
found that 1,718 exhibited chronic interstitial 
lesions, 1,689 had adhesions, 832 were obliter- 
ated, and 195 had concretions. It is not my 
intention to enter further into the subject from 
the pathologist’s point of view except to point 
out that, theoretically at least, we may assume 
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that the chronic lesion in the appendix may be 
the result of a primary low grade type of 
reaction to invasion of the tissues by micro- 
organisms of low virulenee. On the other hand, 
the chronic inflammatory changes may be the 
residual effects which have persisted following 
one or more acute inflammatory reactions. The 
lesions which oceur are thus analagous to those 
which are found in the tonsils, organs which, 
insofar as they are composed chiefly of lym- 
phatic tissue, are very similar in nature to the 
appendix vermiformis. 

The history of more or less severe acute 
attacks is very commonly present in cases of 
chronic appendicitis. Such an acute attack 
may indicate the onset of disease of the appen- 
dix and- be the originator of the chronic 
changes. On the other hand, such acute attacks 
may be really acute exacerbations of a chronic 
appendicitis which has insidiously developed. 

Enough has been said to prove that chronic 
appendicitis constitutes a definite lesion. Our 


function this evening is to indicate, if possible, 
the manner in which such a diagnosis may be 
established clinicaily, and having done so, to 


suggest treatment. 

The patient suffering from chronic appen- 
dicitis presents symptoms referable to the ab- 
domen, chiefly digestive in character, and also 
symptoms referred to organs in other parts of 
the body. Outside the abdomen we have usually 
a history of fatigue, lassitude, headache, back- 
ache, joint and muscle pains. It will be noted 
that this symptom complex is similar to that 
usually associated with chronic intestinal stasis 
or with visceroptosis. These symptoms, there- 
fore, are not of any direct value in a differ- 
ential diagnosis, but, inasmuch as constipation 
commonly interferes with drainage of the ap- 
pendix and consequently increases the fre- 
quency of attacks of inflammation in the 
appendix, and since, moreover, chronic inflam- 
matory changes in the right lower quadrant of 
the abdomen, consequent upon inflammation of 
the appendix, are prone to cause and to in- 
crease stasis in the caecum and ascending colon, 
we find a real reason for this symptom complex. 
In addition the diseased appendix may act as 
a focus of infection from which tissue toxins 
are absorbed. 

The diagnosis of chroni¢ appendicitis must 
be reached largely by a process of exclusion ; 
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gastric and more particularly duodenal, ulcer 
must be seriously considered in every case and 
all forms of examination, which might be ex- 
pected to substantiate such a diagnosis, util- 
ized. Although gall-bladder disease is usually 
diagnosed without much difficulty there are a 
moderate number of eases in which doubt as 
to the nature of the lesion remains. In every 
ease, therefore, before the diagnosis of recur- 
rent mild or chronic appendicitis is accepted 
the history must be carefully reviewed in order 
that disease of the bile passages may be 
excluded. 

The most common abdominal symptoms com- 
plained of are epigastric discomfort and the 
belching of ‘‘gas.’’ In many eases the patient 
gives a history of constipation, occasionally 
with intermittent periods of diarrhoea, and of 
occasional attacks of nausea. 

The discomfort which is usually described as 
pain of a mild sort in the epigastrium, is char- 
acterized by the irregularity in its time of onset 
as compared with the discomfort complained 
of in cases of gastric or duodenal ulcer. As 
a rule the patient awakes in the morning free 
from discomfort, breakfast is eaten with a 
relish, but about one hour later a feeling of 
oppression or real pain in the epigastrium, or 
about the umbilicus, is noted. This discomfort 
persists throughout the day, although often 
relieved by the taking of food, it is usually not 
entirely corrected in this way, and is frequently 
increased following a meal. 

The most outstanding characteristic of the 
upper abdominal pain which characterizes ap- 
pendicular gastralgia is that it is usually worse 
upon exertion. Again, although many cases 
obtain a moderate degree of relief immediately 
following the ingestion of food or alkalies, in 
the majority of cases pain appears soon after, 
or is caused directly, by food. 

The pain rarely reaches the severity of that 


‘accompanying gall stones, but is more pro- 


longed, nor does it often reach the constancy 
and intensity during the whole attack that it 
does in cases of chronic ulcer. Capriciousness, 
in the time of onset, and in intensity of the 
pain, is striking in cases of chronic appendicitis. 
Upon one occasion the patient receives relief 
by taking food; more frequently, the ingestion 
of food instead of bringing ease, as is uniformly 
the case in chronic ulcer, produces early if not 
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immediate discomfort. Radiation of gastric 
pain toward or about the umbilicus or lower 
abdomen is more suggestive of appendiceal dis- 
turbance than of disease of the stomach, duo- 
denum, or gall-bladder. 

Tenderness is usually present over MacBur- 
ney’s point, although patients do not always 
complain of pain in this neighborhood. An 
interesting symptom is that epigastric discom- 
fort may be complained of when pressure is 
mad’ over the appendix. 

Patients suffering from chronic appendicitis 
have periodic attacks which are in many re- 
spects comparable to those which characterize 
duodenal disturbance. The seasonal periodicity 
is not, however, present, nor is the return to 
health between attacks as complete as in duo- 
denal lesions. Vomiting is present in chronic 
appendicitis, but is a less prominent symptom 
than in ulcer, and does not afford such a 
marked degree of relief. In chronic appen- 
dicitis the appetite often fails, or it is so varia- 
ble that it helps in distinguishing appendicitis 
from ulcer. In other cases food is refused 
through fear of distress. 


Nutrition, therefore, usually suffers in cases 
of chronie appendicitis on account of the dim- 
inished appetite and fear of taking food. Loss 
of weight in cases of early ulcer does not occur 


unless vomiting is excessive. Nutrition of the 
patient suffering from gall-bladder disease is 
usually well maintained. 

Information obtained by means of the test 
meal is of value primarily because it is neg- 
ative. Hyperacidity, normal acid content, and 
hypoacidity may be found on repeated exam- 
ination of the same case upon different days. 

Radiologically negative information is of 
value in that it is usually possible to exclude 
duodenal ulcer. Gall-bladder disease is less 
surely diagnosed by this form of examination. 
Suggestive information can be obtained by not- 
ing the function of the stomach when an 
opaque meal is ingested. As a rule hyper- 
motility and decrease in the emptying time of 
the stomach is thus noted; in other words the 
stomach appears to be affected by some form 
of nervous irritation. In a smaller proportion 
of patients, pyloric spasm, consequent upon dis- 
ease of the appendix, causes a delay in the 
emptying time and may make difficult the dif- 
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ferential diagnosis of ulcer in the first part of 
the duodenum. 

Direct examination of the right lower quad- 
rant frequently shows an opaque substance in 
the appendix. In this connection undue reten- 
tion of the opaque substance may be accepted 
as proof of inadequate drainage from the ap- 
pendix, and is of very considerable confirm- 
atory value. It is obvious, however, that the 
absence of such a phenomenon cannot be ac- 
cepted as proof that disease of the appendix 
itself does not exist. 

Perhaps the most important of all differential 
diagnoses are those which aim to exclude pure 
neuroses, and digestive disorders which are ac- 
companied by, or in many cases due to, stasis of 
intestinal contents at the ileo-caecal valve or 
in the large bowel. Time does not permit a com- 
plete discussion of the relative importance of 
caecal stasis as a causative factor in appen- 
dicitis, nor of the importance of recurrent ap- 
pendicitis in stimulating the formation of ad- 
hesions about the ascending colon which may 
prevent the easy passage of intestinal contents 
from, and into, the caecum. In any event, this 
subject may be disposed of by the statement 
that after all the same forms of treatment, 
whether operative or otherwise, which have 
been proven useful in the one disease are large- 
ly applicable to the other. 


{TREATMENT 


“‘The only form of treatment of chronic ap- 
pendicitis is operative and any other advice 
wnen this diagnosis is made must be considered 
faulty and perhaps dangerous.’’—Graham. 

No proof of disease of the stomach or duo- 
denum having been obtained and operation for 
the removal of the appendix having been deter- 
mined upon, the question arises as to whether 
an exploratory operation upon the upper 
abdomen should be performed and the appendix 
removed incidentally, or whether the incision 
to be employed should be one adapted primarily 
for removal of the appendix. I am of the opin- 
ion that in the great majority of cases it is pos- 
sible to exclude without visual inspection 
organic disease of the stomach and duodenum. 

An incision above the umbilicus sufficient- 
ly large to permit adequate examination of the 
stomach and duodenum requires a relatively 
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prolonged post-operative recumbency, and in a 
moderately large proportion of cases is followed 
by definite symptoms referable to the abdom- 
inal wall injury. On the other hand, an incision 
over the appendix, whether of the MacBurney 
or the Davis type, requires a very short period 
of rest in bed and is not followed by symptoms 
referable to the wound as such. 

If the incision be placed somewhat higher 
than usual the appendix is easily removed, and 
the terminal ileum, the caecum, and ascending 
colon visually inspected; the pelvic organs in 
the female can be adequately palpated and if 
necessary brought into view. The gall-bladder, 
with such an incision, cannot be visually in- 
spected, but may be palpated sufficiently well 
to exclude disease in this organ. The stomach 
and duodenum, in my opinion, cannot be thus 
explored satisfactorily. As a general rule I am 
in favour of the employment of the appen- 
dectomy incision, granted that adequate pre- 
operative examinations have been carried out. 

Moynihan draws attention to an important 
feature of appendix dyspepsia. He says, ‘‘Re- 
moval of the inflammatory and _ obstructed 
appendix is generally followed by a complete 
and instant relief of all forms of dyspepsia, the 
cessation of symptoms may, however, come only 
by degrees and with the lapse of many weeks.”’ 

Probably no form of operative interference 
requires more careful and prolonged post-oper- 
ative treatment and observation of the affected 
individual than does the ease of chronic appen- 
dicitis. The majority of these patients are 
below weight, easily fatigued, and have devel- 
oped the habit of constipation. Following oper- 
ation the confidence of the patient, which 
should have been obtained prior to operation, 
must be retained. He or she should be urged 
to pay periodic visits to the surgeon, or a 
medical colleague, for at least three months 
following operation. 

Sinee adhesions about the terminal ileum, or 
head of the caecum, or the ascending colon are 
usually present, and since experience has shown 
that much may be done to re-establish the 
function of this part of the bowel by special 
efforts which have as their aim the maintenance 
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of the bowel in as nearly an empty condition as 
possible, the patient must be urged to adopt 
adequate measures to promote evacuation of 
the large bowel. In order that the patient’s 
help may be thus obtained it is essential that 
the instructions given should be specific and 
that results obtained should be controlled, not 
only by careful catechising, but also by repeat- 
ed abdominal examinations. The surgeon, or 
his medical colleague, should after careful con- 
sideration of the facts of the case recommend 
a very definite outline of the procedures which 
the patient should earry out. 

If we expect to obtain 100 per cent. cures in 
the treatment of cases diagnosed as chronie ap- 
pendicitis, it would appear that we are bound 
to be disappointed. This does not necessarily 
mean that the diagnosis cannot be correctly 
made, but is more often, I believe, due to the 
facet that prolonged local inflammation in the 
right side of the abdomen has induced secon- 
dary changes, particularly by the production of 
adhesions, but also of the nature of malfunction 
on the part of the large bowel which are some- 
times impossible to correct. In many cases, 
however, in which at first we appear to be 
doomed to disappointment, prolonged post- 
operative care will be rewarded by a patient 
who is returned to normal usefulness. 

Despite the fact that there is a fair pro- 
portion of operative failures, there is a unan- 
imity of opinion on the part of all who-have 
published reports of their results that cures 
are obtained in from 60 to 80 per cent. When 
these results are compared with those obtained 
in the treatment of gall-bladder disease and of 
duodenal ulcers it is seen that, although much 
improvement is to be hoped for, there is no 
reason for being discouraged. The operation 
itself is so trivial and is accompanied by such 
a short period of invalidism, referable to the 
operation itself, that we feel justified in 
recommending operative interference in all cases 
in which the diagnosis of mild reeurrent or 
chronic appendicitis seems reasonably establish- 
ed. In my experience no type of case has given 
such gratifying results with so little risk tc 
the patient as cases of chronic appendicitis. 
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VISCEROPTOSIS* 


R. H. M. Harpisry, M.D. 


Montreal 


WISH to draw to your attention, as briefly 

as possible, some of the symptoms of chronic, 
gastro-intestinal disorders which call for medical 
rather than for surgical treatment. Although 
it is necessary in making our diagnosis, to refer 
to many signs and symptoms you have heard and 
will hear of in the other papers, I have tried to 
consider the subject as much as possible from a 
medical standpoint. 

A very large proportion of people who suffer 
from chronic diseases have symptoms which they 
refer to their gastro-intestinal tract. Many of 
these sufferers have not been ill enough to dis- 
continue their daily duties, and have contented 
themselves with a bottle of some patent medicine 
or a more or less casual visit to a busy doctor for 
advice and a bottle of tonic. A great many of 
these people are sufferers from some form of 
constitutional disease, such as oral sepsis, or tuber- 
culosis; a feeling of fulness and gas in the stomach 
may be due a badly acting heart; an ex- 
amination of the blood may disclose the fact 
that symptoms of hyperacidity are due to an 
unsuspected syphilitic infection. But when we 
recognize and set aside these sufferers from consti- 
tutional disease, there remain sti'l many others. 

This remainder includes—in addition to per- 
sons suffering from some form of organic disease 
(with which the other speakers have to deal)— 
a great many who suffer from visceroptosis. It is 
chiefly about these peop!e that I wish to speak to- 
night in order to direct your attention to the condi- 
tion and that you may bear it in mind and give 
it proper consideration when searching for the 
cause of the manifold symptoms of which these 
patients complain. Persons with visceroptosis 
are often treated for months or years for anaemia, 
constipation or dilatation of the stomach, with- 
out the underly’ng cause being recognized, and 
they take a great many remedies with little or no 
benefit. Their symptoms are, for the most part, 
of a vague and chronic character but from time 
to time they assume a more acute form and we 


*A paper read as part of a symposium before the Mon- 
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then may have great difficulty in deciding whether 
our patient is or is not suffering from some 
inflammatory condition, such as inflammation of 
the appendix or gall-bladder or of the uterine 
appendages, to the symptoms of which these acute 
exacerbations show a most remarkable similarity. 
The importance of a correct diagnosis is evident, 
as the treatment of the two conditions is abso- 
lutely different. In the one it is essentia'ly 
surgical and in the other essentially non-surgical, 
that is, symptomatic, dietetic, hygienic, medical. 

These persons with visceroptosis, most of whom 
are women, come to the medical man complain- 
ing of nausea, anorexia, distress after eating, 
eructations of gas, flatulence, and constipation, 
and often of loss of weight and strength, and of 
frequent attacks of headache, abdominal pain, 
and vomiting The diagnosis is made on the 
history, on the physical examinat‘on and by rul- 
ing out organic disease of the various abdom/‘nal 
organs by means of x-ray examinations and 
laboratory tests. These patients can be divided 
‘nto two types (as recognized by Ebright). 
There is the (1) hereditary type where the indi- 
vidual has been born with all the structural 
defects favouring the development of the condi- 
tion, and (2) the acquired type whch may fol!ow 
a long illness, frequent pregnancies, or a too sud- 
den reduction of weight. 

The hereditary type is the tall, thin, often 
stooped, individual, with a long flat thorax, re- 
laxed vaso-motor system, and low blood pressure 
and who often suffers, in addition, from weak 
ankles and flat feet. In other words, this type 
is inevery way the opposite to what may be con- 
sidered the athletic type. X-ray examinations 
show a small “drop” heart and often unattached 
ninth and tenth ribs The stomach is low and 
atonic and, because of the atony, always more 
or less dilated. The peristaltic waves are slow 
and rather weak, so that food tends to remain 
longer in the stomach than normal thus causing 
anorexia, nausea, and more or less gas. The 
mesentery is usually elongated allowing the small 
intestine to sag into the pelvis, which condition 
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along with the flabby musculature of the intes- 
tinal wall, controlled by the too easily influenced 
nervous system, favours the development of 
abnormal contraction and dilatation of portions 
of the bowel resulting in the vague pains so often 
complained of. The caecum and colon which are 
often displaced, atonic, and sluggish tend to be- 
come loaded with faeces, causing constipation, 
so that when we think of the position of the 
stomach and intestines and of the weak muscles 
of the intestinal walls and supporting structures 
we can realize the cause for the more chronic 
of the complaints. 

The more acute symptoms are the result of the 
colon becoming 'oaded with faeces. When this 
happens we get an irritable condition developed 
in the caecum about the ileo-caecal valve and in 
the last portion of the ileum. This may be con- 
sidered as an atfempt to prevent further overloading 
of the large bowel by a closing off of the ileo caecal 
valve, and this attempt, acting probably through 
the vagus nerve, causes a reflex and spastic con- 
traction of the pylorus. This spasm of the py- 


lorus causes pain and sets up strong gastric peri- 
stalsis, which is an attempt of the stomach to 


overcome the spasm but which finally results in a 
relaxation of the cardiac sphincter and the vomit- 
ing of acid gastric secretion and whatever food 
happens to be in the stomach. The spasm of the 
pylorus then relaxes allowing bile and duodenal 
contents to be, first, regurgitated into the stomach 
and then vomited, giving immediate relief from 
pain, and temporary cessation of all symptoms. 
This cycle of events, irritation, spasm, pain, and 
vomiting is what used to be called a bilious at- 
tack and is the direct result of disordered func- 
tion, and occurs frequently in these persons. It 
may occur in normal individuals who are care- 
less in their habits of eating and of attending to 
their bowels, but it is brought about more easily 
where there is visceroptosis. 

Where the condition is recognized and given 
proper consideration the management of a case 
is comparatively simple, but the great danger is 
that the chronic symptoms and stil] more the 
acute attacks may be confused with inflammatory 
conditions of the gall-bladder or appendix, or 
elsewhere, and an operation performed, which, 
not only does not improve but which is very apt, 
by causing adhesions and weakening the muscle 
wall, to still further embarrass an already feebly- 
acting intestinal tract. 

As I have said the diagnosis is made on the 
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history, the physical examination and by the rul- 
ing out of organic disease. 

The history, in the hereditary type, usually dates 
from childhood and in the acquired type from some 
definite cause, as a severe illness, pregnancy, etc., 
and the acute attacks are, as a rule, less severe 
and of shorter duration, than those the result 
of an inflammatory process. Recovery is a'so 
more rapid, there being prompt relief when vomit- 
ing takes place, the whole cycle lasting only a few 
hours, whereas in the inflammatory processes in 
addition to the localized pain and tenderness we 
have a much more gradual improvement and the 
persistence, often for several days, of more or less 
fever and leucocytosis. 

On physical examination, there may be some 
slight distension of the abdomen, and evidence 
of an over-loaded colon, but no point of tender- 
ness over the appendix, gall bladder or elsewhere. 
On the other hand there are the easily made out 
signs of ptosis of the abdominal viscera. If we 
can carry out laboratory tests and x-ray examina- 
tions during the chronic periods, certain other 
points of difference can be made out. In viscer- 
optosis, the gastric analysis shows slight gastric 
stasis but no obstruction, varying with the degree 
of atony and dilatation present and normal or 
slightly lowered acidity. Under the fluoroscope, 
gastric peristaltic waves are seen to be small and 
weak and the barium meal shows nothing ab- 
normal beyond the evidences of enteroptosis. 

If we examine in the same way persons suffer- 
ing from chronic disease of the duodenum, gall- 
bladder, or appendix, we can make out certain 
characteristic variations from the normal. Here 
we have a chronic source of irritation causing re- 
flexly, through the vagus nerve, increased secre- 
tion and movement of the stomach. The gastric 
analysis shows that food leaves the stomach in 
less than normal time and that the gastric secre- 
tion is more acid and in larger quantity than nor- 
mal, and, in addition to these findings, in ulcer 
cases we can frequently detect the presence of a 
small quantity of blood—that is, we have the 
stomach in a very irritable overacting state. 
The x-ray examination confirms these findings, 
the peristaltic waves are strong and frequent, and 
we can often see certain characteristic variations 
from the normal. 

In duodenal ulcer we get changes in the normal 
outline of the first part of the duodenum, the re- 
sult of adhesions, and in chronic, gall-bladder di- 
sease the pylorus is frequently drawn upwards 
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and to the right as a result of chronic perichole- 
cystitis. The x-ray findings in gastric ulcer cases 
are also wonderfully accurate. The ulcer itself 
can often be seen, and the characteristic spastic 
deformity which it causes, made out and recog- 
nized. Ulcer of the lesser curvature or body 
generally causes a circular, spastic contracture, 
whereas ulcer about the pylorus tends to cause 
pylorospasm. In this connection it is interesting 
to note that the hunger pain of duodenal ulcer 
is due to spasm of the pylorus and not to acidity, 
and that alkalis relieve pain, as can be seen by the 


fluoroscope, by causing cessation of movement ° 


and relaxation of the spasm. Further, that this 
cessation of movement is not due to an antacid 
action has been shown by Crohn, who, by with- 
drawing specimens of gastric secretion during 
fluoroscopic examination, found that we could 
have a high degree of acidity after taking alkalis 
and no pain where there was no spasm. Carlson 
has also shown that this same action can be 
brought about by using acids and alcohol instead 
of alkalis. 

Just how valuable an aid we have in separating 
functional, and reflex conditions from organic 
disease of the stomach, is shown in a report of the 


x-ray department of the London hospital for 


1921. A large number of cases were examined for 
possible gastric disease, and later were operated 
upon. In eighty-eight cases negative reports 
were given and in every one of these operation 
proved that the x-ray diagnosis was correct. 

If then by using laboratory tests and x-ray 
examinations we can exclude organic disease, and 
if the history is lifelong and if the physical exam- 
ination shows well marked signs of visceroptosis 
we should make our diagnosis and decide on 
appropriate treatment. This must be carefully 
planned and must last for many months. 

By means of small amounts of easily digested 
food, by limiting the fluids, and by lying down 
after meals we may prevent overloading, and 
dragging. Carbohydrates should be used when 
possible as they leave the stomach more quickly 
than proteins or fat; liquids are best taken be- 
tween meals. By daily exercises, such as bend- 
ing movements of the thighs on the body, and 
by massage, we try to strengthen the supporting 
abdominal muscles and by regulating the habits 
and surroundings we try to avoid overfatigue and 
emotional disturbance. Where the abdominal 
muscles are small and weak, and particularly in 
elderly people, a well-fitting, abdominal belt 
should be used. That there should be regular 
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daily bowel movements is essential as when this 
precaution is neglected, the bilious attack 
inevitably results. 

That all these simple measures are helpful, 
every one of these patients wi'l agree but the diffi- 
culty is to get them to carry them out indefinitely ; 
they get tired of the routine and want to live as 
normal individuals. They hear of the brilliant 
results of surgery when dealing with organic 
lesions, so that, as Dr. Thomas Brown, of Balti- 
more, says, ‘‘there has arisen in the minds of most 
patients, many clinicians and not a few surgeons, 
the idea that the knife is the sole therapeutic agent 
of value in this field.’”’ The clinician knows that 
surgery will not cure their visceroptosis but after 
treating them with general measures for months 
with little improvement and wishing to do all 
that can be done and hoping that the removal of 
a possible focus of infection in the appendix, gall- 
bladder, or bowel, or the fastening up of a kid- 
ney, stomach, or uterus, will cau:e improvement 
in their symptoms, he suggests or agrees to opera- 
tion. 

How little these hopes are realized we all know. 
Blackford, in 1921, studied the stat’st es of 1,000 
cases'seen by himself and his associates, who came 
compla‘ning of gastric symptoms, and who were 
examined for gastro-intestinal disease. Only 
fourteen per cent of these showed gastric di- 
sease, while (wenty-five per cent. belonged to a 
functional group diagnosed as chronic debility, 
asthenia, visceroptosis, neurasthenia, etc. (The 
others showed extra gastric abdominal disease 
or systemic disease.) Of the 1,000 cases, 202 had 
already been operated upon. One hundred and 
thirty had had their appendices removed and more 
than half of these stated that their symptoms were 
unchanged. These figures I think could be 
duplicated in any large centre, and we see how 
large is the proportion of persons complaining 
of gastric symptoms, who suffer from functional 
disease only; and we see how large a proportion 
of these are not improved by operation. 

We all know of cases where gastro-enterostomy 
has been done and the symptoms have not im- 
proved. Sir Berkeley Moynihan in a paper en- 
titled, “‘the disappointments after gastro-enter- 
ostomy,” says, that one of the chief reasons 
why this operation so often does not give satis- 
factory results, is because it is frequently per- 
formed on persons suffering from functiona! d s- 
orders of the stomach or from disease elsewhere, 
as in the appendix, ga!l-b!adder, etc. In the same 
paper he goes on to say that “done in a skilled 
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manner in appropriate conditions there will be 
very few disappointments. ”’ 

We must, therefore, remember that of patients 
complaining of gastric symptoms, about one 
quarter are suffering from functional trouble only; 
and that a large number of these funct:onal 
troubles are due to visceroptosis, which condi- 
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tion can be benefitted by simple non-surgical 
treatment. If we should see a person with viscer- 
optosis during one of the acute attacks, we must 
remember that the symptoms may arise from dis- 
ordered function and not from inflammation, and 
that the proper treatment is—to clear out the 
tcwels. 


PREGNANCY AND HEART DISEASE* 


D. Grant CAMPBELL, M.D. 


Physician to the Montreal Maternity Hospital, Out-patient Physician Montreal General Hospital 


HE fitness of a woman for childbearing is 
a subject of the first importance which will 
frequently confront every general practitioner; 
to advise one that she is not fit is a great responsi- 
bility for any physician to assume. Our know- 
ledge of the dangers involved in pregnancy for 
the woman suffering from tuberculosis, nephritis 
and certain other conditions is sufficiently definite 
to act as a guide, but in the case of the pregnant 
woman suffering from associated heart disease, 
this is not so. Sir James Mackenzie declares 
that, in spite of all the advances that have been 
made in our knowledge of the heart, there has 
been no improvement within the past fifty years 
in our attitude towards the pregnant woman 
suffering from heart disease or in our ability to 
properly advise her. 

Believing that we should have in the records 
of the Montreal Maternity Hospital much ma- 
terial from which some information on this im- 
portant subject might be obtained, this study 
was undertaken. The need for something in 
the way of a guide was forcibly brought to my 
attention when on November 24th, 1921, Miss 
J. W., about twenty-three years, came to con- 
sult me. For ten years to my knowledge she 
had had a well-defined mitral stenosis. One year 
before, as a result of overwork, she had had a 
slight attack of cardiac failure but this had 
yielded promptly to six weeks rest. Before and 
since she had had no symptoms referable to her 
heart. At the time of her breakdown. the year 
before, TF had advised her to shun young men, 
intimating that marriage and pregnancy were 


*Read before the Montreal Medico-Chirurgical So- 
ciety, November Ist, 1922. 


better avoided. But other counsels prevailed 
for she now came accompanied by her mother 
to request my permission for her immediate 
marriage. What was to be said? It would have 
been very easy to advise absolutely against the 
marriage with the likelihood that my advice 
would be disregarded and the responsibility 
shifted. This led me to a careful consideration 
of the proper advice to give under such circum- 
stances, and to an investigation of the records 
of the Montreal Maternity Hospital from Octo- 
ber, 1905, to the end of December, 1921, to obtain 
material on which to base any conclusions. 
During this period, there were 15,948 admissions, 
of whom 159 cases were stated to be suffering 
from associated heart conditions; practically one 
per cent. of the admissions. The reliability of 
the records from the point of view of cardiac 
diagnosis is satisfactory. The great majority of 
the cases prior to 1918, had been seen and ex- 
amined by one of the senior physicians of the 
General or Royal Victoria Hospitals, since which 
date I have had the privilege of watching most 
of them. That there are some classified in the 
wrong group is probable and that there have 
been other cardiac cases admitted, more es- 
pecially to the private wards, which did not 
show any resulting distress and were in conse- 
quence not recorded as such, is certain, but the 
margin of error is not great and does not, I 
think, vitiate our conclusions, In addition, a 
certain number of cases of heart disease which 
entered the hospital for rest and treatment be- 
cause of a breakdown in the earlier months did 
not return for confinement: these are not in- 
cluded as they do not help to answer the ques- 
tion set before us. 
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For®the purpose of this study, the cases have 
been grouped as follows: 


I.—Cases showing mitral stenosis. 


Group a 
” II—Cases showing mitral regurgitation 


= tt dies diadnd aortic regurgitation, 
with or without mitral regurgitation. 
IV.—Cases showing mitral stenosis and 
aortic regurgitation. 
V.—Cases showing auricular fibrillation. ° 
VI.—Cases showing myocarditis. 
VII.—A group of unusual and rare types of 
cardiac disease. 
(1) Cases Showing Mitral Stenosis. This is 
by far the largest group. There are recorded 
sixty-seven labours by fifty-six women. Of the 
women, thirty-one were primiparae, of an average 
age of twenty-six years. Eighteen were preg- 
nant for the second time; one was pregnant for 
the third time; one was pregnant for the fourth 
time; two were pregnant for the fifth time; four 
were pregnant for the sixth time; two were preg- 
nant for the seventh time; two were pregnant for 
the eighth time; four were pregnant for the 
ninth time; two were pregnant for the tenth time. 
Four patients died in hospital (6%), one before 
delivery and three within a few days postpartum. 
In addition, five are known to have died within 
(about) twelve months after confinement as a 
result. of heart failure. The children born of 
these women averaged between six and seven 
pounds at birth and seemed in every way as 
healthy as the average child, but ten of the sixty- 
nine children involved were sacrificed at the time 
‘of labour or died within a few days afterwards. 
Although two of the four women who died were 
primiparae and another was having her second 
child, it is strikingly evident from a study of the 
case reports that the danger materially increases 
with each pregnancy: most of those coming in for 
confinement in their later pregnancies did so 
because of evidence of cardiac decompensation 
during its course; that they did not die was 
due to the care and judgment shown in the con- 
duct of their cases. Undoubtedly many of these 
went out to a life of semi-invalidism; their hearts 
showed so much damage at the time of confine- 
ment that one could hope for no other result. 
This disastrous effect of multiple pregnancies 
in this type of heart lesion is well illustrated by 
the history of Mrs. L. C. She came to the hos- 
' pital when pregnant for the first time, in May, 
1909 (No. 2,822). She gave a history of inflam- 
matory rheumatism at the age of nine years and 
had a well-defined mitral stenosis present. On 
admission she was not in labour but was suffer- 
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ing from a mild grade of decompensation as 
evidenced by breathlessness, orthopnoea, some 
oedema of the ankles and precordial pain. Under 
rest in bed her condition improved rapidly and 
she went into labour three weeks later. Her 
delivery was rapid and normal with no evidence 
of cardiac distress. She left the hospital seven- 
teen days postpartum in good condition. Four 
years later she returned (No. 7,156) with a his- 
tory of three miscarriages in the interval. At 
this time she was six months pregnant and in 
labour and was delivered without any distress. 


‘She left the hospital eight days later in good 


condition except that some enlargement of her 
heart dulness was noted as compared with her 
previous admission. Eleven months later she 
was again admitted (No. 8,215) when seven 
and one-half months pregnant, with more evi- 
dent signs of heart failure together with con- 
siderable albumen in the urine. She went into 
labour soon after admission and had a rapid easy 
delivery of a small premature infant which died 
within a few hours. Her fourth appearance was 
just five years later (ten years subsequent to her 
first pregnancy). She was admitted in a condi- 
tion of grave decompensation with a history of 
two intervening miscarriages. She appeared to 
be then about seven and one-half months preg- 
nant, had a blood pressure of > and had marked 
albuminuria. Although kept in bed for ten 
days, her pulse remained constantly above 100, 
and it was decided that she could not be left 
alone with safety, so an induction was done, re- 
sulting in an easy, rapid delivery. During her 
puerperium, her pulse remained 120-130 and was 
weak and of small volume. She also developed 
postpartum a thrombosis of one of the mesenteric 
veins and of the Jeft femoral vein and was trans- 
ferred to the Royal Victoria Hospital (R.V.H. 
No. 31,633) where she went on to a definite gan- 
grene of the left foot. After sufficient rest a 
Syme’s amputation was done under spinal anal- 
gesia. After two months further stay, she was 
discharged showing considerable improvement in 
her heart condition but with very little vitality 
for a woman of thirty-two years of age. __ 

As a group, cases with mitral stenosis during 
pregnancy have considerable distress due to 
dyspnoea and always require careful oversight, 
for they may at any time show symptoms de- 
manding immediate interference. Decompensa- 
tion is usually gradual and to be foreseen and 
relieved, but how tragically rapid may be its 
onset is evidenced by the history of one of our 
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four fatal cases (No. 16,214). This patient had 
an old well-defined stenosis which had never 
given her any undue amount of distress. She 
was forty-two years of age and pregnant for the 
ninth time. She was being carefully watched 
by a thoroughly competent physician when sud- 
denly in her thirty-sixth week, she began to 
suffer from breathlessness and inability to lie 
down. Her distress increased with alarming 
rapidity and thirty hours after the onset of symp- 
toms she was removed to hospital where an im- 
mediate induction was done, without anaes- 
thetic. Within a short time afterwards she be- 
came very cyanosed, and began to cough; respira- 
tion became very laboured, and both lungs 
rapidly filled with moist rales. Under oxygen 
she improved, labour pains began, the packing 
was removed and she appeared more comfortable. 
Four hours later she collapsed again and in spite 
of all that could be done, she died, just forty- 
eight hours after the onset of symptoms. 

That this is not a usual sequence of events is 
evidenced by the fact that we have had only one 
other case at all parallel. This patient (S. M., 
No. 15,425) walked one-half mile to the out- 


door clinic on a cold winter’s day when six months 
y 


pregnant. There she had a sudden collapse with 
acute cardiac failure, as evidenced by extreme 
dyspnoea, orthopnoea and cyanosis and, when 
examined by me one hour later, considerable 
oedema of the lungs. After eight days rest in 
bed she insisted on leaving hospital and did not 
return until labour began. She became pulse- 
less after the birth of her child but finally left 
the hospital in fair condition. The other three 
cases who died were all brought into the hospital 
practically moribund and might, we feel, have 
been helped had the danger signals been known 
and recognized. (No. 1,273, No. 7,091, No. 
15,609). : 
These signals, authoritatively given by Sir 
James MacKenzie, are entirely in accord with 
our findings: He says: 
“Evidences of heart failure are to be found 
not in the examination of the organ, but in 
the manner in which the circulation is main- 
tained in the different organs of the body. 
While every organ of the body suffers when 
heart failure sets in, only a few organs produce 
recognizable signs. The organs which show 
the most distinctive signs of heart failure are 
the respiratory organs and the heart itself. In 
the case of both these organs, heart failure 
gives rise to distress; in the one case the dis- 
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tress is associated with breathlessness, in the 

other with pain of a definite kind in a definite 

locality.” 

Breathlessness is usually the earliest sign in 
cases of mitral stenosis. If there are found at the 
same time, persistent crepitations at the bases 
of the lungs, more especially if there is any dul- 
ness on percussion, the heart failure is definitely 
established. 

Treatment. Close observation throughout 
pregnancy is essential, particularly for the early 
signs of cardiac failure. If all goes well before- 
hand, our records show that these cases stand the 
first stage of labour well but that the second 
stage is that in which the strain is put upon the 
heart and that as soon as the cervix is fully 
dilated, it is good practice to terminate labour, 
by the use of forceps or otherwise, as may be 
indicated. The danger of an anaesthetic does 
not seem as great here as in other surgical pro- 
cedures. In nearly every case included in this 
paper, a moderate degree of anaesthesia was ad- 
ministered—usually chloroform—and in only one 
of the 159 was any alarming symptom attributed 
to it, and that case rapidly responded to stimula- 
tion. Should signs of decompensation occur in 
the earlier months, there is little likelihood that 
pregnancy can be allowed to go safely to term: 
whether it can be allowed to go along sufficiently 
to obtain a viable child is a question which must 
be decided in each individual case. One thing 
is certain ; the heart will be permanently damaged. 

As to the procedure when interference is needed, 
opinions differ considerably. Newell urges that 
all cases, where the patient’s condition does not 
contraindicate it, should have an abdominal 
Caesarian section with sterilization at the same 
time; if the patient’s condition does not warrant 
this an attempt should be made to restore com- 
pensation and then to empty the uterus. He 
urges the use of local analgesia plus morphine 
and scopolamine for section. 

Our experience with such cases at the Maternity 
Hospital has been limited: only four in this group 
(No. 15,609, No. 2,417, No. 16,066, No. 13,528) 
were treated by Caesarian section while seven 
were aided by the more simple method of induc- 
tion of labour. Of the four sections, one (No. 
15,609) died of cardiac failure forty-eight hours 
postoperative, leaving a living child; one (No. 
16,066) was operated on at the fifth month and 
sterilized, left the hospital in fair condition but 
died in-the General Hospital two months later of 
heart failure; one (No. 2,417) who was well 
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compensated at the time of labour did well and 
had a living child; the fourth (No. 13,528) was 
operated on because of a generally contracted 
pelvis and had a living child, compensation 
being at no time upset while in hospital or since. 

Of the seven inductions, one died during labour, 
as already reported (No. 16,214); three were de- 
livered- successfully and had healthy children, 
while three were delivered successfully but lost 
their babies subsequently while in hospital. 

To summarize the treatment of these sixty- 
seven cases: twenty-six (or 40%) had normal 


labours calling for no assistance and showing ° 


no unusual after-effects; sixteen were assisted by 
forceps; four underwent Caesarian section; seven 
had induction of labour; fourteen had various 
surgical procedures which the special circum- 
stances of the case called for. The treatment of 
the heart condition was mainly by rest in bed, 
digitalis in the form of the tincture being the drug 
most commonly used when any further help was 
considered desirable. 

(2) Cases Showing Mitral Regurgitation. There 
are twenty cases th this group. This seems small 
and out of proportion in over 15,000 cases, but, 


as a group, these cases give much less cause for 
anxiety and rarely break down, so that it is likely 
that a considerable number must have escaped 
attention, or at least the clinical recording of 


their disability. The almost invariable summary 
of the case report is, ‘Result good, mother and 
child.” Of the twenty cases in this group, four 
were delivered by forceps, the other sixteen had 
normal labours. In none are there any notes or 
other indications that the heart gave any trouble, 
except that one (No. 2,037) was in hospital for 
one month’s rest antepartum and was the only 
case (already mentioned) which collapsed under 
chloroform in the whole series. 

(3) Cases Showing Aortic Regurgitation. (With 
or without associated mitral regurgitation). This 
group furnishes rather unexpected findings. 
There were so classified ten patients: only two 
showed any evidence of cardiac embarrassment 
during pregnancy. 
second day postpartum, developing “acute dila- 
tion of the heart” (No. 1,807). She rapidly im- 
proved, however, and went out in good condi- 
tion. She was next seen eighteen months later 
when she returned three months pregnant for a 
curettage and at this time her heart Jesion was 
much less evident. Forceps were applied in 
but two cases: all the others were normal cases 
obstetrically and only one in addition to the one 


One of the two collapsed the « 
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already described had, while in hospital, a pulse 
rate in any way out of the ordinary. Moreover, 
in contradistinction to the cases of mitral steno- 
sis, those coming in for later pregnancies did not 
show any proportionate disturbance of the heart. 

(4) Cases Showing Aortic Regurgitation and 
Mitral Stenosis. This group is small (seven cases) 
but sufficiently large to indicate that these cases 
always warrant a grave prognosis. Of the seven 
cases reported, only one had a normal labour 
(No. 7,040). This one had had some decompen- 
sation antepartum but her labour was so rapid 
and easy that the baby arrived before she could 
be removed from the ward to the caseroom. All 
the others needed assistance; one was delivered 
by Caesarian section, and all were permanently 
damaged, we consider, as far as their hearts were 
concerned, by their pregnancy. This opinion 
is supported by the condition of the only one since 
seen. She is to-day in hospital again and now 
has auricular fibrillation and is only awaiting 
sufficient improvement to have an induction of 
labour done (No. 7,146, No. 7,178). 

(5) Cases Showing Auricular Fibrillation. This 
group, although small, indicates the gravity of 
pregnancy where fibrillation is present. Most 
of these cases gave indications that stenosis of 
the mitral valve had preceded the irregularity. 
There are ten cases in this group: seven pregnant 
for the first time, one for the second, one for the 
fourth and one for the twelfth. Not a single case 
was normal throughout. Three had normal rapid 
labours but showed heart failure during the 
puerperium, five had forceps deliveries, one a 
version and extraction and one died undelivered 
sixteen hours after admission to hospital, having 
been brought in with acute oedema of the lungs, 
orthopnoea, cyanosis and thrombosis of the left 
brachial vein (No. 9,245). A second case died 
on the tenth day postpartum of heart failure: she 
was admitted in very poor condition and never 
improved in spite of the liberal use of digitalis. 
Of the other eight, all but three gave indications 
at the time of discharge, or subsequently, that 
their hearts were very gravely damaged and it is 
very doubtful whether any of them could go 
through another pregnancy successfully. 

(6) Cases of Myocarditis. As used here, the 
term implies cases showing a defective response 
to effort, in whom endocarditis or pericarditis 
could be excluded as a cause. This group con- 
tains twenty-eight cases and it shares with 
fibrillation the doubtful privilege of being ranked 
as the most dangerous cardiac complication of 
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pregnancy. Of the twenty-eight cases, twelve 
were pregnant for the first time; eight were preg- 
nant for the second time; three were pregnant for 
the third time; one was pregnant for the fourth 
time; one was pregnant for the fifth time; one 
was pregnant for the sixth time; one was pregnant 
for the eleventh time; one was pregnant for the 
fourteenth time. Seven of the twenty-eight 
(25%) died as a direct result of the pregnancy 
while others are known to have succumbed sub- 
sequently. Of the deaths, one (No. 11,248), a 
primipara, entered the hospital with marked heart 
failure and under the influence of alcohol. Low 
forceps were applied at the end of the first stage 
but the pulse, which was 148 on admission, re- 
mained very fast and the patient’s heart simply 
gave out, with death nine hours postpartum. A 
second alcoholic (No. 2,095) came in for her 
fourteenth pregnancy with signs of decompensa- 
tion and a constantly rapid pulse (120+). She 
had a normal, rapid labour, but had difficulty in 
the third stage due to a retained placenta. Sud- 
den death occurred on its manual removal; the 
death, however, appeared to be due to cardiac 
failure and not to haemorrhage. A third case 


(No. 11,924), a primipara of twenty-eight, was in 
& moribund condition when referred to the hos- 


pital. A Caesarian section was done in an at- 
tempt (successful) to at least save the infant’s 
life. The others died four days, five days, ten 
days and eleven days postpartum, with signs of 
increasing exhaustion of the heart muscle. 

In this group the striking feature of the case 
reports is the evidence that it is the pregnancy 
rather than the labour that does the damage. 
Fourteen of the cases were multiparae with rapid 
easy labours, yet all showed a tendency to collapse 
afterwards. Moreover, those whom we had an 
opportunity to watch antepartum showed evi- 
dence of deficient cardiac response, as indicated 
by a constantly rapid pulse, breathlessness, etc. 
As already mentioned, fourteen had rapid easy 
labours; seven were assisted by forceps, (includ- 
ing two in whom an induction was done); three 
had version and extraction performed; and fou 
had Caesarian sections. 

One of the Caesarian sections was the case 
moribund on admission already dealt with: the 
other three were operated on for pelvic obstruc- 
tion in spite of, not because of, the heart condi- 
tion. One was for a flat pelvis, one for a large 
fibroid and one fer an associated carcinoma of the 
rectum. The last died four days after operation, 
the others did well, 
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The histories of two cases illustrate the danger 
of allowing pregnancy to take its course in this 
group while awaiting evidence of serious break- 
down. In this it is in contrast to Group 1 with 
mitral stenosis. 

The first case came to hospital when six months 
pregnant in a very grave state of heart failure, as 
evidenced by marked cyanosis, dyspnoea and 
oedema of the limbs. She was thirty-two years 
of age and pregnant for the second time (No. 
8,021). She was immediately taken in hand, 
given all the help possible, but five days later died 
undelivered, having failed to respond in the least 
to any treatment. 

The second. a young woman of twenty-two, 
second pregnancy, came to see me when ten 
weeks pregnant, having returned to Montreal 
because of breathlessness, palpitation and pre- 
cordial] pain. Her pulse was 140 and she looked 
very ill. She was immediately seen by a member 
of the staff of the hospital and her uterus emptied 
the same week, with a very immediate improve- 
ment in her pulse and symptoms. The procedure 
in this case was justified by subsequent events. 
She developed acute inflammatory rheumatism 
four months later while on a visit to Quebec, and 
died of heart failure within one week of its onset 
It seems hardly possible that had her pregnancy 
been allowed to proceed, she would have been 
able to survive it. 

(7) A small group of cases with unusual cardiac 
defects is of more interest than importance. 
It includes two cases of congenital heart lesions 
and five cases which have been classified in the 
records as aortic stenosis. 

The first of the congenital cases (No. 2,579) 
was immediately admitted for observation when 
she applied at the outdoor. She had an appear- 
ance typical of a case of pulmonary stenosis: 
marked cyanosis, clubbing of the fingers, etc., 
and a rough rasping murmur over the pulmonary 
cartilage. She gave a history of two deadborn 
babies. While under observation, as well as at 
the time of labour, she showed no signs of cardiac 
distress. An induction with version and extrac- 
tion was done, chiefly because of the loss of her 
previous children and to make certain of a living 
child. The second one (No. 5,934), a primipara 
of twenty-five years of age with a similar lesion, 
was first seen three weeks before confinement. 
At that time the following note was made on her 
preliminary history sheet, “There is a systolic 
murmur present at the base due to a, congenital 
condition and it is not thought that it will be 





THE CANADIAN MEDICAL ASSOCIATION JOURNAL 


affected by nor affect labour.” Subsequent 
events proved the prognosis to be correct, for she 
had a normal easy labour without any apparent 
effect on the heart. 

That we should have five classed as aortic 
stenosis in a series of 159 cases is out of all pro- 
portion, but the diagnosis in every case was made 
by one of our senior physicians. The explana- 
tion is to be found, I think, in the very rarity and 
the obtrusiveness of the lesion: when the patient 
presented herself to the practitioner, he referred 
her to hospital because of his uncertainty as to 
the outcome. That aortic stenosis is not to be 
dreaded from the obstetrical point of view seems 
clear from our cases. The first was twenty-five 
years of age and pregnant for the second time 
(No. 1,750). She showed no distress before or 
during labour. The second (No. 3,010) was forty 
years of age and pregnant for the seventh time. 
Although there was some dyspnoea which caused 
her to be sent in antepartum, she did well and 
left the hospital in good condition on the four- 
teenth day. The third (No. 2,110) like the second 
was forty years of age and pregnant for the 
seventh time and was sent in antepartum for 
early signs of cardiac failure. She also did well. 
The fourth (No. 1,458) was pregnant for the ninth 
time. All her previous labours had been nor- 
mal. On admission she was in a condition of 
broken compensation with evidence that the 
myocardium was involved. After five weeks 
rest in bed an induction was done and a small 
child was removed by forceps. There was rapid 
improvement after her labour but she broke 
down again a few days after she left the hospital 
and she died in the General Hospital one month 
postpartum, as a result of the associated myo- 
carditis. The fifth case (No. 7,084) thirty-two 
years of age, pregnant for the second time, also 
had an associated myocarditis. She had pre- 
viously been’ under observation in the Royal 
Victoria Hospital. She had a normal easy labour 
but collapsed at the end of the third stage; she 
responded rapidly to stimulation and left the 
hospital in fair condition two weeks later. These 
five women with aortic stenosis had twenty- 


Fatal Infections Following Tonsillectomy— 
Two cases of generalized infection following 
tonsillectomy are described by I. Harrison 
Tumpeer and Abraham Levinson, Chicago 
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seven children and it was only when the myo- 
cardium became affected by multiple pregnancies 
that any disturbance resulted. 

The following conclusions appear justifiable 
from a study of these cases. 

(1) Certain heart conditions are very adversely 
affected by pregnancy and it constitutes for 
them a very real complication. Included in 
this group are auricular fibrillation, myocarditis 
and mitral stenosis. 

(2) Marriage and pregnancy are not justifiable 
in cases of auricular fibrillation or myocarditis as 


- here defined. 


(3) Should any woman after marriage develop 
either of these conditions and subsequently be- 
come pregnant, she should be aborted and steril- 
ized without awaiting signs of breakdown. 

(4) Cases of mitral stenosis with no evidence 
of myocarditis or of previous heart failure are 
capable of bearing one or two children with safety 
if carefully watched, but each pregnancy 
damages the mother’s heart very considerably. 

(5) With close attention to the signs and 
symptoms of heart failure as evidenced by breath- 
lessness, palpitation, precordial pain and rales at 
the bases of the lungs, one can forestall a break- 
down in cases of mitral stenosis by interference, 
either by induction or by section, according as the 
special case may indicate. 

(6) Unless specially indicated, abdominal 
Caesarian section is not as satisfactory a method 
in cases already showing some heart failure as 
induction of labour or vaginal section, leaving the 
sterilization of the patient to some subsequent 
occasion. 

(7) Certain other heart conditions are not 
much affected by pregnancy and there is no 
need to advise against marriage on account of the 
lesion itself. This group includes mitral regurgi- 
tation, aortic regurgitation, aortic stenosis and 
the congenital lesions. 

(8) Finally, it is evident that it is the heart 
muscle that is the fagter of importance and that 
all other factors are of consequence only in so 
“ar as they may involve it. 


(Jour. A. M. A., Jan. 6, 1923), one a septicemia, 
the other a meningitis, both due to strains of 
pneumococcus.—Jour. Am. Med. Ass., Jan. 27. 
1923. , | 
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UNUSUAL CONTENTS OF OVARIAN CYSTS—REPORT OF TWO CASES 


W. Bott, M.D., C.M. 


Department of Pathology, Winnipeg General Hospital 


ANY instances of the surprising contents 
of dermoids of the ovary are to be found 
in the literature. Bland-Sutton in his book 
“Tumours, Innocent and Malignant,’ says that, 
in addition to the semi-solid, greasy substance 
filling the cyst cavity, each cyst contains an 
embryonal rudiment usually in the form of a 
nipple-like process. This “ pseudo-mamma,”’ as 
he terms it, is covered by lumps of fat, though 
some contain glands and ducts which furnish a 
milky fluid, and in one case he mentions the 
ovarian mamma had an areola and glandular tis- 
sue like a normal mamma. Epidermis may be 
present round this area and sometimes pigment. 
The shed epithelium and fat may fill the cyst with 
hundreds, or even thousands, of small, round, pill- 
like epithelial balls, a fact illustrated by a recent 
case in this hospital. Hair, sebaceous glands, 
sweat glands, bones, teeth and nerve tissue are 
common findings, and in one case at least a struc- 
ture resembling an eye was present. As early 
as 1893 Bland Sutton found thyroid gland tissue 
and since then others have reported similar cases. 
Of the two cases which form the subject of this 
article the first resembles the case of Bland-Sut- 
ton’s in that thyroid tissue was present, while the 
second showed traces of another organ which does 
not appear to have been previously reported. 
Case I.—Married female, age 61, entered 
Winnipeg General Hospital November 12th, 1918, 
complaining of abdominal distress and enlarge- 
ment and loss of sixty pounds in weight during 
the previous six months. Her past history was 
uneventful. The menopause occurred when she 
was fifty. Her present illness began eleven 
months previously when shé had a uterine hae- 
morrhage. This was the only time she noticed 
any bleeding For the Jast six months she had 
been conscious of soreness in the lower abdomen 
accompanied by loss of weight and progressive 
abdominal enlargement which had caused con- 
siderable distress in the upper abdomen. Physi- 
cal examination was negative except for the abdo- 
men which was markedly distended, contained 
fluid, but was not tender. Percussion gave a 
dull note over the lower half of the abdomen. 


Pelvic examination showed a tumour the size of 
a foetal head on the right side of the uterus. 

The day after admission (Nov. 13th) twelve 
pints of clear, light yellow fluid were aspirated 
from the abdomen. Examination of this fluid 
showed it had a specific gravity of 1,010, albu- 
men 5%, and contained a large number of lymph- 
ocytes. 

At operation on November 16th a large right 
ovarian tumour, approximately 12 x9 x8 cms. ad- 
herent to the large bowel was removed. The 
surgeon’s notes at that time were that the tumour 
was very firm and nodular and probably malig- 
nant. 

The interesting points clinically were: (1) 
The lateness of the symptoms (age 61, eleven 
years after menopause); (2) Large tumour; (3) 
Simulation of malignancy; (a). Uterine haemor- 
rhage; (b) Irregular and nodular tumour; (c) 
Free abdominal fluid; (d) Marked loss of weight. 

Pathological examination showed a dermoid 
cyst and no evidence of malignancy. Micro- 
scopically the tumour was firm, greyish-white in 
colour, and roughly spherical over three-quarters 
of its surface, the fourth quarter being irregular 
and possessing two well marked nodular projec- 
tions, one much larger than the other. On 
cutting the tumour in half the part which looked 
spherical from the outside was seen to consist 
of a round encapsulated mass of the usual greasy 
material containing hair and teeth, and on top 
of this, and separated from it by a fibrous cap- 
sule, was a darker body, mottled, greyish in 
parts, reddish in others, broken into lobules by 
fibrous strands, and looking like thyroid tissue. 

Microscopically this area showed large and 
small well-formed acini lined by cuboidal epi- 
thelium with deeply stained nuclei, all contain- 
ing colloid material. Some of the acini were 
dilated and in these the lining ce‘ls were some- 
what flattened. The interstitial tissue was well 
marked, stained well, and here and there showed 
some collections of round cells. In all the slide 
had the appearance of a typical normal thyroid. 

Case IJ —A married female, age 35, was ad- 
mitted to Winn peg General Hospita! January 
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12th, 1922, complaining of discomfort on the 
right side. She had had four children (youngest, 
three years old) labours all being normal. There 
were no miscarr ages. Her present trouble began 
four years ago when she first began to feel dis- 
comfort on her right side. She consulted a sur- 
geon who suggested the appendix might be the 
cause and advised operation, which she refused. 
Soon after this she became pregnant, and had a 
normal delivery. Since then the discomfort had 
gradually increased but there was no menstrual 
disturbance, though the discomfort was worse 
at the menstrual period. 

Physical examination showed only slight ten- 
derness on pressure over the right lower abdo- 
men. Pelvic examination revealed a mass on 
right side of pelvis, fairly movable, and firmer than 
the usual ovarian cyst. At operation on Janu- 
ary 14th, 1922, a right-sided ovarian tumour was 
removed. There were no adhesions and the left 
tube and ovary appeared normal. Since the 
operation the discomfort has gone and the patient 
has been quite healthy. 

Pathological examination showed the tumour, 
which was the size of a full-term foetal head, to be 
a dermoid cyst, containing three teeth, strands of 
hair, a papillary skin projection, and the usual 
greasy or buttery substance. In the wall of one 
side of the tumour was an elevated triangular 
nodule about three-quarters of an inch high and 
one and a half inches at the base. On cutting in- 
to this nodule a small triangular area, deep yel- 
low in colour, resembling adrenal cortex, with an 
adjacent very thin dark streak was found. 

Microscopic section of this part showed cells 
very like those of the cortical layer of the adrenal 
gland, a definite capsule of smooth muscle fibres, 
a somewhat: indefinite zona glomerulosa but a 
quite definite zona fasciculata of round or cub- 
oidal cells containing a deeply staining nucleus, 
granules and fat vacuoles, but with no basement 
membrane. Some of these cells contained dark 
brown pigment and in this area there were fewer 
fat vacuoles. 

A small piece of this tissue was submitted to 
Professor A. T. Cameron, Professor of Bio- 
chemistry at the University of Manitoba, for 
chemical analysis, and his report is shown below. 

Report on Adrenine Content of Sample of Tissue 
of a Dermoid Cyst.—‘‘The adrenine was estimated 
by the colourimetric method of Folin, Cannon, 
and Denis (J. Biol. Chem., 1913, 13, 477), depend- 
ing on the development of a blue colour with 
Folin’s phosphotungstic reagent. i 
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This was tested for very small amounts of 
tissue with the following results: 

(1) A dried sample of whole adrenal gland, 
known to be active: 


0.038 gm. contained......... 0.7% adrenine 
0.0005 gm. contained........1.3% adrenine 
(2) A fresh adrenal gland, human, received 
from autopsy January 20th. This was separated 
into medulla and cortex as far as possible, but 
since cross-sections were very thin for both it was 
not easy to make a complete separation The 


- cortex contained a trace of medulla, and the 


medulla-portion consisted of perhaps a third of 
cortex. Both portions were dried over sulphuric 


acid, and the dry tissue analyzed. 


I. “Medulla,”..0.0423 gm. contained, 0.95 %adrenine | 
0.0009 gm. contained, 1.4 % adrenine 
II. “‘Cortex,’’. ..0.063 gm. contained, 0.047% adrenine 

With the method as employed, warming with 
0.1 to 1.0 c.c. N10 HCl in a centr fuge tube, 
extraction of the larger amounts was probably 
incomplete, and accounts in part for the differ- 
ences obtained. The small amount of adrenine 
found in the cortex material was at any rate large- 
ly due to the trace of adherent medulla. 

The dermoid cyst tissue appeared to consist of 
adrenal, chiefly yellow cortex, with a small dark 
streak of what appeared to be medulla. It was 
received in a partially hardened condition. The 
“medulla” portion was separated with as little 
“cortex” as possible, but contained only 20 to 30 
per cent. of “medulla,” (sample I). A similar 
amount of cortex material was taken (sample 
II). These were weighed and dried over sul- 
phuric acid. The remaining tissue consisting of 
“cortex” and three or four times as much non- 
adrenal tissue, adjacent, was air-dried (sample 
III). For comparison some non-adrenal tissue 
was taken from the same cyst (sample IV), 
and this was tested fresh. 


Sample Material Weight 
Fresh Dry 
gm. gm. 


Adrenine 
mg. [% dry tissue 


0.0011|0.0007| nil ds 
0.00140 .0005)0 .0013 0.26 
0.02 
less than 
0.001 


II “Cortex” 

III “Cortex” adjacent 
- tissue .. |0.0105)0.002 

IV Non-adrenal tissue .|0.1 2 nil 


Though uric acid and other substances also 
give the blue colour with Folin’s reagent, Folin, 
Cannon, and Denis consider that the amounts 
of such substances present in blood and tissues 
are not sufficient to interfere with the estimation 
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of adrenine, and it seems unlikely that they would 
be detectable with the small amounts of tissue in 
samples I and II. The results strongly suggest 
the presence of a trace of adrenine in the supposed 
‘cortex”’ tissue, but the absence of adrenine 
in sample I (which gave no trace of blue colour 
with the reagent) cannot be explained. 

Fenger (J. Biol. Chem., 1912, IT, 489: 12, 55) 
has shown that the foetal adrenal (cattle, sheep, 
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hogs) contains adrenine to the extent of two to 
four per cent. of the desiccated, fat-free, gland, the 
amounts being usually somewhat greater than 
in the glands of young animals.” 

For these two interesting cases I am indebted 
to Dr. N. J. MacLean and Dr. Wm. Chestnut 
for the clinical material, and to Professors Wm. 
Boyd and A. T. Cameron for help with the 
rathological and chemical sides respectively. 


MATERNAL MORTALITY* 


W. B. Henpry, B.A., M.B., F.A.C.S. 


Toronto 


HEN we take into consideration the ad- 
vances that have been made in preventive 
medicine and in the education of the public in all 
matters pertaining to the health of the community 
at large, with the result that the man of to-day is 
supposed to have ten years more of life than the 
man of a century ago, we are inclined to feel pride 
in the profession which has been able to add to 
man’s allotted time of three score years and ten, 
and to take, each of us to himself, some of the 
credit for this change. But when we exam 
the vital statistics of the comm unity and find 
that the number of deaths directly or indirectly 
attributable to child-birth is second only to that 
of tuberculosis during the reproductive years, we 
are compelled to pause and take stock of ourselves 
in order to determine wherein the fault lies, and 
why these things should be. 

In connection with the question of maternal 
mortality I have made an analysis of the cases 
that have died in the Burnside Hospital during 
the period 1914-1922. Patients admitted to this 
hospital are of three classes, vz., those attending 
the prenatal clinic, who are kept under super- 
vision throughout the course of their pregnancy; 
those sent in from outside during labour, or before, 
when some crisis such as rapidly developing 
toxaemia, eclampsia, malposition, obstructed la- 
bour, placenta praevia, etc., has arisen; and 
thirdly, a considerable number of semi-private 
cases, the vast majority of whom have shown signs 
pointing to an abnormal labour which requires 
the facilities of a hospital. Severe cases of early 


*Read at Stated Meeting, Academy of Medicine 
Toronto, on December 5th, 1922. 


vomiting of pregnancy and cases of abortion are 
not included, these being admitted to the gyne- 
cological wards. 

The number of cases admitted from July 29th, 
1914, until October 26th, 1922, was 6,982. Of 
these eighty-six died, giving a mortality of 
1.24%. 


Mortality 
Deliveries Deaths Percentage 
535 4 747 
707 4 
8 


Year 


842 
652 


1922 (10 months) 


The causes of death were as follows: 

Accidental Haemorrhage—2 deaths, one follow- 
ing Caesarean section. 

Placenta Praevia—4 deaths. In three of these 
a version was performed and in one high forceps 
were used. 

Post Partum Haemorrhage—2 deaths. 

Ruptured Uterus—6 deaths. One of these was 
spontaneous. One was in a case following high 
amputation of the cervix; one followed a difficult 
labour in which a craniotomy was performed; the 
remaining three followed an attempt at version. 

Shock—5 deaths. One of these was due to an 
attempt at forceps delivery through an undilated 
cervix in a case of placenta praevia. In the re- 
maining four craniotomy was performed following 
repeated attempts at delivery, one of them being 
a case of hydrocephalus. 

Caesarean Section—8 deaths. One of these 
died of post-partum haemorrhage; three were 
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operated on after previous attempts at delivery; 
two died of ileus and two of peritonitis. 

Eclampsia—19 deaths. Of these one was 
dead on admission; one had pneumonia; two were 
twin pregnancies; two died before delivery; 
Caesarean section was performed on four and one 
developed hemiplegia post partum. The re- 
maining eight were treated with morphine, four 
being induced and delivered by forceps, the re- 
maining four going into labour spontaneously. 
It is worthy of note that not one of these cases 
of eclampsia came from those attending the pre- 
natal clinic. 

Pneumonia—17 deaths. One of these was a 
lobar pneumonia; the remaining sixteen were 
cases of pneumonia complicating influenza during 
the epidemic of 1918. 

Septicaemia—8 deaths. Four of these were 
cases of spontaneous delivery, one of which had a 
perineal laceration. Four were forceps deliver- 
ies, one after manual dilatation of the cervix with 
laceration, a second having a craniotomy done 
after many attempts at delivery; the third a mid- 
forceps, and the fourth a low forceps delivery. 

Perineal Cellulitis—1 death, following a forceps 
delivery. 

Peritonitis—2 deaths, each following the rup- 
ture of a tubo-ovarian abscess. 

Appendicitis—1 death, in a mother six months 
pregnant. 

Pulmonary Embolus—4 deaths. One of these 
developed a high fever following a difficult labour. 
The other three had no elevation of temperature 
post partum. 

Tuberculosis—2 deaths. One was a case of 
acute miliary tuberculosis, four months preg- 
nant. The second was a case of tuberculous 
kidney, five months pregnant, in which a vaginal 
section was performed. ; 

Mitral Stenosis—2 deaths. One was a case of 
twin pregnancy. Forceps were used in both cases. 

Ulcerative Endocarditis—2 deaths, one post 
partum. 

Aortic Aneurism—1 death, five days post par- 
tum. 

These figures cover a period of over eight years 
and the mortality percentage is appallingly large. 
Consideration of the results leads one to the 
inevitable conclusion that in many cases there 
have been lack of supervision during gestation, 
careless preliminary examinations or none at all, 
ill-timed and meddlesome interference, imperfect 
technique. and an unrecognized disproportion 
between mother and child. 
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Eclampsia comes under the head of preventable 
diseases. It is worthy of note that among the 
nineteen deaths from eclampsia in this series not 
a single one of these occurred among cases in at- 
tendance at the prenatal clinics. The value of the 
clinics cannot be overestimated, and the saving of 
a single life that might otherwise be lost justifies 
the establishment of such a clinic anywhere. 
The expectant mother comes there and is given 
a complete physical examination, has her pelvic 
measurements taken, urine examined, blood pres- 
sure noted, is instructed concerning clothing, 


- diet, exercise, personal hygiene, told to report 


regularly for examination and also whenever any- 
thing abnormal affects her, and she leaves the 
clinic with a sense of security, confident that she 
is being cared for during this critical period of 
her life. The social service nurses keep in touch 
with her and instruct her-in the duties and re- 
sponsibilities of young motherhood and impress 
on her the necessity of regular attendance at the 
clinic. That the patients appreciate this con- 
stant care and oversight is evidenced by the 
ever increasing size of the prenatal clinics. 

Since the establishment of the Burnside clinic 
many cases of commencing toxaemia have been 
discovered, sent into hospital and have received 
appropriate treatment, with the result that the 
mortality in this particular complication has been 
reduced to nil. This is a striking commentary 
on the value of the prenatal clinic. It entails 
cooperation between patient and physician, edu- 
cation of the expectant mother and painstaking 
and sympathetic supervision on the part of the 
doctor. 

The routine of the prenatal clinic can just as 
easily be carried out in private practice. The 
busy practitioner, however, lulled to a sense of 
false security by a long series of successful de- 
liveries, relaxes his vigilance and passes hastily 
over specimens of urine sent for examination, or 
omits his routine examination of his patient and 
thus misses the premonitory warning of a threat- 
ened toxaemia. 

Septicaemia also comes under the class of 
preventable diseases. All puerperal infections 
are wound infections. The interior of the puer- 
peral uterus is a huge bleeding wound, which, to- 
gether with lacerations of the genital tract, gives 
an open road for the entrance of invading organ- 
isms to the blood stream or the lymphatics. Yet 
in spite of this, many a hardy practitioner on the 
completion of the third stage, without any pre- 
liminary sterilization thrusts his ungloved hand 
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into the uterus to clear out the clots and see that 
nothing is left within. When warned of the 
danger of sepsis he smiles benignly and tells of 
hundreds of cases treated thus with not a single 
failure. Such a man is more fortunate than he 
deserves, for success in obstetrics never justifies 
faulty technique. Sooner or later his failure will 
come and the loss of a single life should forever 
condemn a practice which is fundamentally dan- 
gerous and unsound. 

Many cases of ruptured uterus and death from 
shock occur through failure to recognize in time 
abnormalities in the birth canal and dispropor- 
tion between mother and child, as well as from 
the desperate and unskilled efforts of the practi- 
tioner to overcome insurmountable difficulties in 
delivery. 

In maternal mortality the two main factors to 
be considered are the doctor and the mother. 
The work of the former and the education of the 
latter are of vital importance to the life of the 
community, and every doctor should be an edu- 
cator. If he is not able or willing to turn his 
consulting room into an antenatal clinic and to 
devote the same consideration and skill to the 
management of pregnancy and the conduct of 
labour as he does to a surgical case, then he should 


be prepared to give up the practice of obstetrics. 
If, on the other hand, he comes to realize his 
responsibility for the care of the expectant mother 
and her child he will do much towards the preser- 
vation of a healthy motherhood and the building 
up of a healthy nation. 


77. Association of Bladder Symptoms with 
Ultra-Descent of the Right Testicle—A. Adler 
(Deut. med. Woch., December Ist, 1922, p. 1612) 
has tested Ebstein’s claims as to the diagnostic 
significance of the degree of descent of the 


testicles. Having many patients in hospital 
suffering from enuresis or other slight nervous 
disorders of the bladder, the author compared 
the incidence of these symptoms with that of 
ultra-descent of the right testicle. The coin- 
cidence of the two phenomena proved to be 
remarkably frequent, and when a patient was 
found to have ultra-descent of the right testi- 
ele he often gave a history of nocturnal enu- 
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Much, too, can be done towards the education 
of the mother by establishing prenatal clinics 
throughout the city. Just as there has been 
brought about a remarkable imprevement in 
infant mortality through welfare clinics in this 
city, so can a corresponding lowering of maternal 
mortality be accomplished by antenatal clinics. 
Of the former there are now twenty-three, and 
of the latter only four outside of the hospitals. 
These clinics should work hand in hand and wher- 
ever a welfare clinic is established there should 
also be a prenatal clinic, for while it is of the 
greatest importance to keep the well baby well, 
it is just as important to keep the expectant 
mother healthy. 

Postnatal care is as important and necessary 
as prenatal care. Much damage is done through 
neglect during the puerperium and many women 
enter into a period of long invalidism which might 
be avoided through the exercise of proper care 
and attention at and after childbirth. Here 
the clinic is of value, inasmuch as the patient is 
kept under supervision until involution is com- 
plete, and is instructed as to the treatment neces- 
sary to restore her to health. 

The public is as a rule conservative in regard 
to education along lines of health. So much 
benefit, however, has been derived from the pub- 
licity given to tuberculosis, child welfare, social 
hygiene, etc., that women generally will appreciate 
the value of prenatal care, and will demand that 
care when the necessity for it is impressed on 
them by the doctors, the nurses, the social service 
workers and the department of public health. 


resis. The author has collected 22 cases of ultra- 
descent of the right testicle, and he gives 
details of 12. Only in 4 out of the 22 did he 
fail to correlate the ultra-descent of the right 
testicle with functional disturbances of the 
bladder. He assumes that the ultra-descent of 
the right testicle betrays a slight functional 
deficiency in the lower segments of the cord; 
the right testicle hangs lower than the left 
because the tone of the right cremaster muscle 
is defective; and the low position of the right 
testicle is not the cause of the bladder symp- 
toms, but merely, like them, the result of a 
defect in the nervous system.—Brit. Med. Jour. 
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PYELITIS* 


G. S. Gorpon, M.D., C.M. 


Vancouver, B. C. 


fROM a surgeon’s point of view, the arbor 
urinae consists of a series of funnels from 
glomeruli to meatus, all flushed throughout life, 
more or less constantly, with urine propelled 
by the vis a tergo of excretion through the kid- 
ney itself and the calyces, by peristalsis 
through the ureters, and intermittently, by vol- 
untary contraction of the bladder and relax- 
ation of its sphincters, down the urethra 
through which it is finally voided. In case of 
infection, so long as these funnels are unclog- 
ged and urinary antiseptics are administered, 
we have here, without incision, an open sup- 
puration and a Carrel-Dakin system of irri- 
gation most useful in curing the infection. 
Schematically it may be presented thus :— 


q- +e = -- rete 


-- ------- Radda 


The glomeruli and urinary tubules, the high- 
est of this series of funnels, are lined with 
cubical and columnar epithelium through which 
pass bacteria which have gained access to the 
circulation from a primary focus elsewhere in 
the body. Some say no normal kidney will 
excrete these, but this is an academic point of 
no practical value, for one may assume that 
any kidney called on to excrete them is already 
affected by their toxines circulating with them 
in the blood. In bacilluria there is a minimum 
amount of reaetion to their presence as man- 
ifested by the almost complete absence of poly- 
morphoneuclears and the bacilli thrive on the 


*Read before the Victoria Medical Society, February. 
Sth, 1923. 


proteins in the urine. In pyuria they have 
obtained a foothold in the living tissue of some 
part of the urinary tract and their invasion 
and the defense against it is manifest by the 
presence of dead or dying bacilli and poly- 
morphoneuclears and other debris constituting 
‘‘pus,’’ which is washed down by our Carrel- 
Dakin system of irrigation. Just why we have 
bacilluria at one time and pyuria at another 
will be referred to, if not fully explained, later. 

The next series of funnels are the calyces, 
pelves, ureter, and bladder part of the lowest 
funnel. These are lined with transitional pave- 
ment epithelium, a protective epithelium very 
different in function from the renal epithelium 
above described. It is more like the squamous 
epithelium of the skin of the body which, while 
unbroken, saves us from infections of all kinds. 
Conceivably, however, it is less vulnerable even 
than this, for it contains no sweat or sudori- 
parous glands and no hair follicles. Albarran 
found the bladder, ureter and renal pelvis im- 
mune to simple injection of almost all forms 
of pathological bacteria and his work has been 
confirmed again and again. 

We have now only the tube part of the last 
funnel to consider, the flare of this funnel—the 
bladder—already having been taken up. The 
pavement of the urethra is broken by the 
cubieal epithelium of the glands of Littré which 
open into it throughout its entire length and 
may explain why this part of the urinary tract 
is so vulnerable. These may be open, or par- 
tially open doors, sally ports, as it were, from 
which polymorphoneuclears emerge more easily 
against gonococci deposited in the urethra. 
Whatever the explanation may be, we know 
the urethra falls an easy prey to gonococci, and 
very probably it is the antrum of infection 
for tubercle bacilli as well; for recently many 
eases of coincident genital tuberculosis in hus- 
band and wife have been reported and Prof. 
Blandini has experimentally produced tuber- 
culous perinephritis by inoculating guinea pigs 
in the urethra with tuberele bacilli. 
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Before taking up the sources of infection 
and the routes by which it travels to the urin- 
ary tract, it will be profitable to consider some 
of the known peculiarities of infecting agents. 

D. W. MacKenzie reports that some member 
or members of the colon bacillus family are 
present in 95% of pyelitides, which is a large 
enough proportion on which to found a rule, 
and to consider all other infections of the renal 
pelvis as exceptions; and that is what we pur- 
pose doing here, referring hereafter to the 
colon bacillus family as ‘‘C. B.’’ 

C. B. are motile, and in bacilluria, by moving 
in shoals, give the urine the characteristic ap- 
pearance of glinting, like shot silk. Being near- 
ly of the same specific gravity as urine and 
motile it is difficult to drive them to the bot- 
tom of a centrifuge (except such as become 
entangled in pus) so that the urine remains 
opaque to centrifugation, also to acids and to 
heat. C. B. are saprophytes in the intestine and 
easily kept in their place by an unbroken 
epithelium; but when the bars are down 
they press through, change their mode of 
life for a roaming pathological one; set 
up mild infections in loco, whence they take to 
the blood or lymph stream bound for distant 
parts and tend to be extruded through the kid- 
ney. J€ circumstances render the kidney non- 
resistant, or if the C. B. are particularly viru- 
lent, pyuria results. Contrariwise C. B. may be 
foreed once more to the life of a saprophyte, to 
live on the protein matters of the urine in 
bacilluria. In any ease, once it is in the kidney, 
its motility, and the urinary stream in which 
it can swim in the tubules, seems to save it 
from being walled off into cortical ab- 
scesses, which is often the destiny, 18 we shall 
see, of non-motile bacteria. As a saprophyte 
in the urine it feeds, not only on the normal 
urine proteins, but Rovsing says the eroded 
appearance of some caleuli is due to the activ- 
ities of C. B. in the albuminous matrix of these 
ealeuli. C. B. prefer a neutral medium, but 
large doses of sodium or potash, although they 
relieve the symptoms of pyelitis, do not kill the 
micro-organism, (Thompson Walker). If the 
urine is rendered very acid by the exhibition 
of phusphorie acid, a coincident improvement 
in the symptoms of pyelitis takes place. C. B. 
may pass for years over the urethral and blad- 
der epithelium without infecting it, but in such 
cases the urethra is not equally exempt. 
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Akin to C. B. is the Bacillus Typhosus, to 
which is frequently due a pyelitis during 
typhoid fever. If it persists the host is known 
as a ‘‘typhoid earrier.’’ 

In earlier days one heard much of the pecu- 
liarly vicious bacillus proteus of Hauser. 
Albarran found it the only micro-organism which 
would set up inflammatory reaction in a normal 
bladder. It was taught that it broke up urea 
in the urine, freeing ammonia which excoriated 
the bladder epithelium, that ammonia also 
united with magnesium phosphate to form 
triple-phosphate crystals (which are also an 
excoriant of the bladder epithelium), and that 
carbamic acid, coincidentally freed from urea 
by the B. proteus, united with calcium to form 
ealeium carbonate, which with triple phos- 
phates and the product of cell destruction by 
ammonia for matrix, formed secondary calculi. 
Either the B. proteus is not so great a villain 
as painted, or he is rarely met with. I recall 
his being reported once by the pathologist, and 
then the urine was not even alkaline, but 
acid. 

The micro-organism usually found with the 
attributes ascribed to the proteus, is the staphy- 
lococcus albus, which is a saprophyte in normal 
urethra, and by some considered identical with 
the staphylococeus urethra. Other cocci occa- 
ally fcund in pyelitis are the staphylococcus 
aureus and citreus. Gonococci may cause pye- 
litis more frequently than is supposed. It is 
probable that inflammation of the lymph glands 
at the hilum of the kidney (amongst others) 
very often prevents the spread of gonorrhoea 
to the general system, and the wonder is that 
these glands are not frequently overwhelmed, 
suppurate and burst into the renal pelvis. 

The tubercle bacillus does not form pus but 
is sociably inclined, and usually consorts with 
pyogenic bacteria. When tuberculosis of the 
kidney is seen as a focus confined to the 
medulla the micro-organism has probably ar- 
rived by lymph stream to the same lot of glands 
at the renal hilum as mentioned under gonor- 
rhoea. The accompanying pyogenie micro- 
organisms set up suppuration which evacuates 
into the renal pelvis causing pyelitis, and one 
should always bear in mind that pyelitis never 
excludes tuberculosis. The peculiarity of the 
tuberele bacillus, or of it and its associates, 
is*that, with time, secondary tubercles appear 
in the bladder where the urinary stream from 
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the ureter impinges on it, and yet we cannot 
experimentally by contact alone, produce a 
eystitis with any micro-organism but the pro- 
teus bacillus. 


THE Sources, Routes, SECONDARY F oct, ETC. OF 
MICRO-ORGANISMS IN THEIR RELATION 
TO PYELITIS 


Inspired by Prof. Blandini, or at least ac- 
knowledging his priority in the field of experi- 
ment on lymphatics of the urinary tract, Ken- 
neth Macfarlane Walker has shown that color- 
ed granules and micro-organisms inoculated in 
the broken epithelium of the urethra of guinea 
pigs, travel by at least one route to the upper 
-end of the ureters in 12 hours. This route 
is composed of the peri-urethral, subtrigonal 
and peri-ureteral lymphatic vessels. At the 
upper end of the ureters, at their junction with 
the kidneys, lie a series of lymph glands 
described by Cuneo and Poirrier, singularly 
enough not referred to by Walker. A gonor- 


rhoea], tubereulous, C. B., or other infection 


carried to these glands in overwhelming num- 
bers or virulence, will cause suppurative aden- 


itis which on rupture into the renal pelvis will 
cause pyelitis by direct extension. Walker also 
traced lymphatic currents from the upper end 
of the ureters over the dorsum of the kidney 
in the true capsule, and from the true capsule 
he found the currents ran between the glom- 
eruli and tubules toward the renal pelvis ecarry- 
ing infective, non-motile micro-organisms. 
These non-motile bacteria were not found in 
the urine and the presumption is that they were 
walled off in the cortex and were not carried 
so far as the calyees to cause pyelitis. One 
does not know if motile bacilli had been used 
in the experiment whether they would attain 
the renal pelvis between the tubules in the same 
way as we believe they do when exereted from 
the blood stream into the lumen of the tubules. 
Quite recently Eisendrath has confirmed Albar- 
ran’s demonstration of the invulnerability of 
the bladder to cultures introduced into it; but 
found that a pyelitis followed in his eases. As 
the bladder epithelium was found intact 
in these experiments and regurgitation of urine 
up the lumen of the ureter had been excluded, 
there remained only the probability of a 
urethritis (produced by voiding of the infected 
urine) as the primary foeus from which the 
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lymphatics had carried the micro-organisms to 
the renal pelvis. 

Other lymph currents of interest to us are 
those established from the colon, appendix, 
rectum, female genital organs and the pros- 
tate, any of which will carry micro-organisms 
directly or by anastomosis to the renal pelvis. 
Thus it is easy to explain how pyelitis may fol- 
low chafing of the vulva of an infant or rupture 
ot the hymen or laceration of the urethra in 
the newly married woman, if only C. B. gain 
aecess. Pyelitis may follow haemorrhoids, fis- 
tula, appendicitis, etc. ete. Tuberculous aden- 
itis at the reno-pelvic junction may also be 
lymph borne from intestines and subsequently 
eause pyelitis. So much for the lymphatic 
route of infection of the renal pelvis. It is 
undoubtedly a common route and probably the 
usual route, although there is ‘‘quite a war on’”’ 
between those who hold to the lymphatics as 
the only way, and those who contend for the 
blood stream as the carrier. 

Septie nephritis is an infection of the renal 
cortex and is caused by a non-motile micro- 
organism of the staphylococcus family carried 
by the blood stream and lodged in the glomeruli 
or their vicinity, where it is walled in and 
neither micro-organism nor pus may show itself 
in the urine; but in spite of this fate of blood- 
borne non-motile bacteria in the kidney, it is 
contended by the blood-stream faction that the 
motile C. B. when carried to the glomeruli pass 
through and down the urinary tubules without 
setting up a walling off re-action in the kidney, 
so that nothing more than a bacilluria may 
result or, if conditions are more favourable for 
the C. B. a pyuria with pus casts and inflam- 
mation of the papillae in the calyces, or even 
generalized pyelitis. 

We have seen that the lining of the renal 
pelvis is essentially protective in character and 
that when healthy it cannot be infected. 
Albarran damaged this epithelium by ligating 
the ureter, when the increasing pressure of ex- 
ereted urine ruptured its lining membrane, and 
then infection always followed. Practically 
there are many things in life to take the place 
of a ligature and rupture the pelvic epithelium 
—a ureter kinked by luxation of the kidney, or 
bow-stringed by a vessel to the lower pole of 
the kidney, a stone or papilloma in the renal pel- 
vis, congenital stricture of the outlet of the ure- 
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ter into the bladder, acquired stricture of the 
ureter from periureteritis, pressure on the ureter 
by inflammatory masses either about tuberculous 
calcified glands, the appendix, or the Fallopian 
tube, pressure by the pregnant uterus, second- 
ary back pressure from obstruction lower down 
as in enlargement of the prostate or urethral 
stricture. In all these we have essentially a 
ligated ureter and an invitation to invasion to 
the mildest-mannered micro-organism. None of 
these predisposing causes of pyelitis may be 
present, and yet generalized pyelitis result 
when the ureter is ligated as it were in yet one 
other way, i.e. plugged by deposit of agglu- 
tinated germs, polymorphoneuclear cells and 
other inflammatory debris en masse from the 
renal tubules or from rupture of suppurating 
peri-pelvie glands. 

The assumption of the upright carriage may 
be worth while; but it carries penalties. There 
being no valves in the veins from the pelvis to 
the heart, a column of blood of that height drops 
unsupported on the pelvis, and the vessel walls 
give way, resulting in hemorrhoids, varicoceles, 
and phleboliths in the plexus of Santorini. 
May not adenomata of the prostate and fibro- 
mata of the uterus also be the result of this 
chronic congestion? Hemorrhoids lead to fis- 
sare of the anus and in other ways encourage 
migration of C. B., as does enteroptosis. 
Fibroids and adenomata may obstruct urin- 
ation, the uterus tends to prolapse, and an 
eroded cervix tends to come in eontact with 
C. B. The kidney prolapses, carrying down 
with it the renal pelvis to apply it alongside the 
ureter, to which, perhaps, it becomes cicatrized 
in acute flexion. This obstructs the outflow of 
urine and hydronephrosis follows, and the vas- 
cular pedicle is stretched and at the same time 
ealled on to hold up a kidney now congested 
and increased in weight because of interference 
with its blood supply through the pedicle itself 
so handicapped. 

Pyelitis considered as a complete entity 
recognizes, and the term includes, a lesion in 
the intestines, vulva, or urethra, through which 
C. B. reach the blood or lymph stream, are car- 
ried by one or other or both of them to 
glomeruli and the lumen of the tubules or to 
peri-renal glands and intertubular lymphatics 
or to all of them, and set up secondary inflam- 
ination in these respective secondary areas. 
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Inasmuch as these areas border on, and are 
restricted to the kidney side of the renal pelvis, 
the term ‘‘acute pyelitis’’ is not a very happy 
one for this stage of the disease; but it is in 
keeping with other nomenclature applied in this 
neighbourhood ; thus ‘‘hydronephrosis’’ should 
be hydropyelonephrosis, ‘‘pyonephrosis’’ py- 
opyelonephrosis, and pyelonephritis accurately 
defines pyelitis in its later stages when the 
pelvis has become generally involved second- 
arily to the still persisting renal lesion in or 
about the medulla of the kidney; and, finally, 
the term ‘‘septic nephritis’’ might very well be 
termed cortical nephritis for the abscesses are 
usually confined to the cortex, and may be so 
walled off there that no micro-organisms or pus 
appear in the urine. ‘‘ Acute pyelitis’’ with no 
involvement of the pelvis proper, might more 
appropriately be termed ‘‘medullary nephri- 
tis,’’ but even this does not satisfactorily cover 
pus discharging into the renal pelvis from sup- 
purating peri-renal lymphatic glands. 

The next stage in pyelitis is inflammation in 
the pavement epithelium of the pelvis because 
of obstruction from debris or from other cause 
or causes already defined, and the final stage 
is cicatricial distortion and organic stricture, 
which permanently interfere with the passage 
of urine and produce puddles of residual urine 
in which infection is perpetuated. Bacilluria 
is a truce in any of these stages of C. B. infee- 
tion, and a fillip to virulence on one side, or a 
bit of ‘‘run down’’ condition on the other, re- 
starts pyelitis and pyuria. Finally the picture 
of pyelitis includes, if there be no obstruction 
below the utero-pelvic junction, a normal ure- 
ter and bladder but a more or less inflamed 
urethra where C. B. have lodged and may be 
phagoeytized or otherwise carried back through 
the lymph channels to the kidney to perpetuate 
pyelitis. 

The general symptom of pyelitis is that of 
absorption of septic products when pus cannot 
evacuate itself, ie. intermittent or remittent 
fever, dependent on the degree of obstruction 
to evacuation, the virulence of the assailant, 
and the resistance of the organism. In child- 
hood, fever is higher, and in old age lower, than 
in adult life, ie. reaction is more marked in 
early life and less and less in evidence as life 
advances. In the term ‘‘fever’’ are included 
malaise, weakness, general aches and pains and 
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other signs of intoxication of the organs of the 
body. 

The localizing symptoms are (1) loin ache 
over the kidney or kidneys affected when the 
renal tubules become plugged and the vascu- 
Jar pedicle is dragged on by increasing weight 
and bulk of the kidney. (2) Typical renal colic 
when the ureter is partially and suddenly ob- 
structed by debris, kinked ureter, ete., ete. 
This colic is indistinguishable from stone colic 
with its distribution of referred pain, sweating 
and vomiting in agony, ete. Complete obstruc- 
tion will not cause it; cutting or tying the 
ureter does not cause it. Efforts of peristalsis 
must persist if colic is to take place and colic 
ceases with discouragement of peristalsis from 
weariness of ureteral musculature, over disten- 
tion of the ureter, suppression of urine, ete. 
As every one knows, colic is referred to the 
genitalia on the side affected, but it may also 
be referred in toto to the unaffected loin and 
genitalia. (3) Pollakiuria during a colic is 
usually reflex, but. occurring after the colic has 
passed it is associated with polyuria, the in- 
creased frequency being due to the increased 


supply of urine released from the previously 
pent up renal pelvis, and to actual polyuria 
from the kidney itself when released from pres- 


sure. Pollakiuria by night and day, perhaps 
intermittent, perhaps constant, is a symptom 
of remittent or constant urethritis near the 
neck of the bladder—an intolerance of pressure 
from accumulating urine in the bladder. This 
local inflammation may be severe enough to 
cause scalding urination and urgeney even to 
tenesmus or incontinence on attempting to hold 
one’s urine, and is not, as is usually taught, 
an indication of cystitis. 

Any of these three symptoms being present 
one must look for derangement of the intestinal 
tract which might weaken its walls and en- 
courage C. B. to change their saprophytic mode 
of life for a more venturesome roaming one. 
Such derangements are presented in hemor- 
thoids, fistule, appendicitis, constipation, or 
diarrhoea and dysentery, or dyspepsia from 
whatever causes. Also one must look for symp- 
toms of a lacerated vulva or urethra in the 
newly married woman, for vulvitis in the infant 
from dirty diapers or from wiping the anus 
from behind forwards, thus smearing the fe- 
male genitalia with faeces, or one must look 
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for injuries to the kidneys themselves from 
strains or blows. 

The signs of pyelitis are: (1) Splinting of the 
upper quadrant of the abdomen over the affect- 
ed kidney, which may often be seen in acute 
cases on comparing both upper quadrants care- 
fully. It ean also be felt and the renal area thus 
mapped out. (2) A similar splinting over the 
costo-vertebral angle behind, which can be more 
easily felt than seen. (3) Tenderness over 
these areas to quite gentle palpation in acute 
cases, and this may extend down the course 
of the ureter anteriorly. The Murphy thump 
over the kidney behind may be ealled for in 
some small number of cases; but before using 
it one should remind oneself that the procedure 
is not likely to improve an inflamed area. (4) 
The -signs of hemorrhoids, fistula, vulvitis. 
urethritis, ete. 

All symptoms and signs except what may be 
gleaned from examination of the urine may be 
absent when urinary flushing is good, more 
especially in the chronic stage when one kid- 
ney may be almost completely destroyed with- 
out septic absorption, or at least without symp- 
toms of it. The fifth sign of pyelitis is then of 
supreme importance. It is (5) A urine un- 
affected in reaction by C. B. but teaming with 
them in bacilluria, to which polymorphoneu- 
clears and perhaps pus casts of the renal 
tubules are added in pyuria. On sedimentation 
this urine has a ground glass, shimmery ap- 
pearance above the deposit. Such urine may 
not require even a microscope to decide what 
causes its peculiar appearance. If the micro- 
scope is used the motile bacilli are easily dis- 
tinguished moving about very actively in the 
unstained, warm, newly voided urine. It is 
not necessary usually to get a catheter speci- 
men. If the patient voids in two glasses from 
a full bladder the second glass is as opaque as 
the first if no marked secondary urethritis is 
present, and, in any case, the second glass 
gives the above characteristics about as con- 
vineingly as if a catheter had been used. 

Finally, whether only one or both renal 
pelves are infected can be determined on 
ureteral catheterization by analysis of the urine 
from each kidney. The cystoscope and en- 
dosecope expose any lesion of the bladder 
or urethra and these instruments or the 
x-ray will reveal complications character- 
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ized by density, such as stone, ete. A good 
x-ray of the urinary tract should show, 
not only the transverse processes and the psoas 
muscle, but it should give almost the complete 
outlines of both kidneys, and at this ideal of 
a radiograph we now usually arrive. By means 
of the eystoscope, an opaque solution in the 
renal pelvis, and the x-ray, any stricture, dis- 
tortion, erosion, ete. will be seen. With the 
solution in situ, very accurate silhouettes are 
obtained but their interpretation, however 
fascinating, had better be left to the specialist, 
who ¢an tell more of the condition of a kidney 
by these bloodless methods than by exposing it 
through what is euphoniously termed ‘‘an ex- 
ploratory incision.’’ 

Prognosis. Owing to the low virulence of 
C. B. and excellent irrigation to keep them on 
the move, pyelitis is not often fatal. Even 
when blockage occurs it can usually, at least as 
far as the tract below the kidney is concerned, 
be unblocked by ureteral catheterization. 
Resolution usually takes place in acute cases 
and the main danger one’s patient is exposed 
to is contentment with a persisting symptom- 
less bacilluria or pyuria until, with or without 
recurrent exacerbations, there is very consid- 
erable destruction of the kidney or kidneys, 
pyopyelonephrosis, ete. One says ‘‘symptom- 
less contentment’’ but it is doubtful if these 
pyuric cases ever feel physically up to the 
mark. Absorption of microbic and urinary tox- 
ines, unobserved by the patient, keep him con- 
stantly below what he might be physically and 
mentally—at least I have been struck by the 
sense of physical well-being which, to their 
surprise, often comes to these people with im- 
provement or cure of pyuria. 

Treatment naturally begins in checking fur- 
ther migration of C. B. from their home in the 
intestines, and this might be more easily done 
if one knew what renders them discontented, and 
starts out these Argonauts for new fields, 7.e. 
why they leave a saprophytic, quiet life, for a 
parasitic, roaming one. Extirpating them from 
the bowel completely, is out of the question, 
but a brisk purgative to begin with, and a daily 
laxative thereafter, if it does not appreciably 
reduce their numbers, renders the walls of the 
intestine healthier, and more resistant. Calomel 
1/10 grain 4.id., with perhaps a saline each 
morning, is good. Secondly, if an infant is 
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attacked, cleanse the vulva, apply mild anti- 
septics where the epithelium has been broken, 
and avoid further contamination by eare of 
diapers, by cleaning the anus from before back- 
wards, and by mild protective ointments 
to shield the skin from C.B.-laden urine. 
In the newly married, incise a Bartholinian 
gland, if there is an abscess, (it is not al- 
ways gonococci which cause this), use anti- 
septic douches, and injections into the bladder 
of, say, silver nitrate, one in one thousand, to 
be voided immediately on withdrawal of the 
catheter. The prostate in the male may call 
for massage and the urethra for irrigation to 
eut off C. B. from reaching the kidney once 
they have got thus far from the intestine. 

There is no drug or vaccine that I know of 
which adversely affects C. B. when they travel 
in the blood or lymph streams. They may be 
encouraged or the ground prepared for them 
to lodge on by other micro-organisms which 
precede or accompany them from abscessed 
teeth or tonsils, and these foci, if found, should 
be eradicated. To return to our attack on the 
C. B. On reaching the kidney they will probably 
make a fight for new quarters, or they may pass 
through as bacilluria, and at this junction we 
ean reach them again with an antiseptic, such 
as hexamine, in large enough dose to do as 
much damage to C. B. as possible, perhaps even 
to destroying them. Hexamine is harmless in 
an alkali, and animals, such as rabbits, who pass 
an alkaline urine, may excrete huge doses with- 
out discomfort. So hexamine remaims inert 
hexamine in the alkaline blood, but becomes 
formaline, the antiseptic, in an acid urine. It 
is well to make sure of the urine acidity by 
adding benzoic or boric acid to each dose of 
hexamine and testing the urine with litmus. 
The dose should be as large as can be comfort- 
ably borne—a 10 grain dose four times a day 
may be restrictive (Kelly & Burnam)—a 15 
grain dose is usually germicidal (Johns Hopkins 
Urological Clinic), but it often causes pain 
over the kidneys or scalding on urination. 

I know of no other drug which may be ex- 
hibited to flush the urinary funnels as a germ- 
icide, unless potassium or soda may be deemed 
such. Either of these alkalies administered 
in large enough doses to keep the urine strong- 
ly alkaline, acts like magic in most cases of 
mild pyelitis, and one may feel in a day or two 
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that their patient is completely over ‘his attack, 
because of disappearance of symptoms -and 
signs, until the urine is examined, when very 
often C. B. are still very much in evidence. 
Hexamine and potassium or soda are the only 
drugs I thus use, either as sedative or germ- 
icide. Kidd recommends potassium citrate in 
60 grain doses every two hours in acute cases 
till the urine turns litmus blue, and he keeps 
it at that not only for this local effect, but to 
stave off acidosis which on the other hand may 
be eneouraged by the exhibition of hexamine 
with an acid. In chronic cases, as germicide or 
prophylactic, he administers hexamine for pro- 
longed periods. Kidd’s book on ‘‘Common In- 
feetions of the Kidney’’ should be widely read. 
It is stimulating. From this point on, treat- 
ment consists in keeping the irrigation funnels 
open. If this is done, as we have seen, no 
spread downwards of the infection need be 
feared, except in the urethra where its implan- 
tation produces the annoying symptom of an 
irritable bladder, to be treated by Janet irri- 
gation, ete. 

We have enumerated many things which may 
eause blockage of the urinary system and it 
only remains here to define what measures to 
take in each case to unblock it. The ureteral 
catheter in this respect stands easily first. If 
foreed ingestion of fluids does not keep the pus 
in the urine sufficiently dilute to have it pass 
the first narrowing of the ureter, then pass the 
ureteral catheter and through it suck out, or 
further dilute, the thickened urine in the renal 
pelvis. Two or three centimeters of silver 
nitrate 1/500 may be instilled as a germicide, 
or argyrol 5%, or mereurochrome 2%; but 
this is often deemed unnecessary. The opening 
of the ureter is usually all that is needed, and if 
the ureter is already congested, leaving of the 
eatheter in situ decongests it just as a filiform 
in retention for stricture of urine in the blad- 
der decongests or reduces oedema of the 
mucous membrane of the urethra. This cath- 
eterization of the ureter may be done in female 
infants, as cystoscopes of minute calibre are 
now made for this purpose. It is especially 
indicated in pregnancy, with fever and ache in 
the loin, and also when the ureter is otherwise 
pressed on from without, in which latter case, 
removal of pus tubes, appendix abscess, inflam- 
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matory retroperitoneal glandular masses, etc., 
should be considered ; but never the removal of 
foetal pressure which will terminate itself in 
due course, and, morover, induced abortion in 
such cases invites puerperal septicaemia. Dis- 
tortion of the renal pelvis, prolapsed kidney 
with pyelitis as shown by x-ray does not call 
for immediate open operation. It is one of the 
pleasant surprises of urology, how many of 
these heal up completely with proper use of 
the ureteral catheter. When it fails, plastic 
surgery of the pelvic outlet is to be very 
seriously considered before resorting to 
nephrectomy which, however. is sometimes 
necessary when the renal tissue has lost much 
of its function, or when secondary lithiasis fills 
its interior. 

The notorious uncertainty of the result of 
fixation of the kidney in the past has more 
recently led to diffidence in recommending it. 
Since we have been able to study x-ray. silhou- 
ettes of the renal pelvis we find that it is not 
the low position of the kidney, but obstruction 
at the uretero-pelvic junction which is the 
lesion causing symptoms, and relief follows 
stitching the kidney in what we have hereto- 
fore considered its ideal position only when the 
lesion at the uretero-pelvie junction is corrected 
by this procedure—by no means a certain 
result, and certainly a blind procedure. 

Prostatectomy is indicated early in cases of 
prostatism, and removal of urethral obstruction 
in stricture, amongst other things, to prevent 
or cure pyelitis. 

Pyelitis may be pronounced cured when no 
polymorphoneuclears are to be found in the 
urine. 
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CUTE infectious osteomyelitis is most fre- 
quently seen, on admission to hospital, as 
a well advanced disease. The patient is extreme- 
ly ill and the local condition is well advanced, 
and usually presents a large brawny swelling 
that is about to break. It may, indeed, have al- 
ready broken, or it may have been incised and 
a wound remain from which discharges large 
quantities of pus. Pain is severe, and the patient 
is almost worn out with toxaemia and pain. 
The involved extremity is carefully guarded 
from even the slightest movement. Frequently 
there are multiple lesions, and this adds greatly 
to the difficulties of the case. 

Everyone has seen the cases of this disease 
that have survived the acute attack. They will 
recall the long convalescences, and the patients’ 
tedious return to general health. More tedious still 
is the cure of the local bone condition. This, with 
its discharging sinuses arising from bone involved 
throughout a wide extent, persists for years, and 
disabilities of a permanent nature result. 

Is this disease one that, once begun, must pro- 
duce always such extensive bone destruction? 
To answer this question one might assume that, 
inasmuch as the condition is a local septic infec- 
tion, an early diagnosis might permit treatment 
that would limit the spread of the infection. 
In order, therefore, that the early symptoms 
might be studied, a review of the histories of acute 
septic bone infections has been undertaken. 

There have been eighty-six cases of this di- 
sease in the Hospital for Sick Children since 
1918. This is the only acute septic infection of 
the diaphysis that is described in any of the 
histories. This disease will be referred to here 
as Acute Septic Osteomyelitis, and will refer to 
those cases only where the infection is introduced 
into the bone by way of the blood. Infection 
occurring in compound fractures does not come 
under an acute septic osteomyelitis classification. 

It was apparent in looking over the histories 
that the early symptoms were not always re- 
corded, nor in all cases were the events leading up 
to the onset fully described. It was evident 
from the large majority of the histories that they 


described a disease that was peculiarly constant 
and definite in its symptoms. There were found 
to be present two predisposing factors that 
determined the attack. The first was injury— 
the second, infection. 

Injury: The histories in twenty-eight cases 
recorded a definite history. The injury was in 
practically every case apparently unimportant. 
It was such as a child tripping or twisting an 
ankle, knee or hip, falling off a chair, or being 
thrown against a wall or floor and sustaining an 
injury in the region of a joint. The injury was 
sufficient to interfere with the function of the 
part and if the part concerned were a leg, a limp 
would result. This might be very transient, and 
last for an hour or so, or it might persist for a day 
or two. If the limp were to last for a day, the 
patient would be said to have sustained a 
“sprain.” The recovery from this might be 
complete, and a clear period intervene before the 
onset of the acute infection. Cases were de- 
scribed in which the patient reported for the 
primary injury, but this on examination was 
found not to be a fracture, and the patient was 
sent home only to return in a few days with an 
infection in the region of the injury. There were 
many histories that did not record an injury. 
In those cases it is very probable that in the 
severe illness that supervened, the memory of a 
slight injury was lost. 

Infection: It has been pointed out by various 
observers, and very recently by Phennister, that 
cases of acute osteomyelitis have a superficial 
skin lesion. This lesion may be the ordinary 
furuncle, but more frequently is an infected cut 
or wound. It would appear, therefore, that super- 
fic'al lesions may infect the blood stream. It is 
a fact that most cases of acute septic osteomye- 
litis yield a positive blood culture in the early 
stages of the disease. The tonsils are also to be 
regarded with suspicion, and it is probable that 
the streptococcal infections find entry here. The 
age in this series is always under fifteen, as this 
is the age limit of the patients who are admitted 
to the Hospital for Sick Children. 

The first subjective symptoms may be local or 
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general. Acute osteomyelitis may occur in the 
presence of a general infection, and in all such in- 
fections in the young, one will not infrequently 
see a localization appear in a bone. This type is 
very serious in the immediate outlook, as death 
may supervene in a remarkably short time; it 
may be a matter of hours even. In this type of 
case the osteomyelitis plays a very minor rdle. 
The local subjective symptoms stand out in 
no uncertain fashion. Pain is the prevailing 
feature, and it is continuous after its onset. The 
pain during the first few hours is not necessarily 
so severe as to prevent walking, if the disease be 
in the lower limb. It will, however, produce a 
limp, and for this reason may be considered as 
‘only a strain. This phase soon ends, and another 
of constitutional symptoms and a decided in- 
crease in pain ensues. The constitutional symp- 
toms may be very marked and may be ushered in 
with a chill, nausea and vomiting and high 
temperature. The pain by this time (six to 
eight hours) is severe, and is interpreted as being 
in or at a joint. Without exception in this 
series of cases, where the history of early pain is 
available, the pain is referred to the neighbour- 
hood of a joint. The histories demonstrate that 
there is no swelling, either of the joint outlines 
or tissue above or below. The joint is held 
flexed, and the limb guarded carefully and held 
perfectly still. On careful examination one may, 
if he gets the confidence of the patient, elicit 
movement of the joint, and this, together with 
the normal and unswollen contour of the joint, 
should be sufficient to rule out of one’s delibera- 
tions the question of acute rheumatic fever. On 
palpation a very definite area of tenderness is 
found to exist, and this area is located always just 
above or just below the joint, and coincides 
closely with the epiphyseal line of the bone. 
Tenderness in the early stage is quite restricted, 
and is, on close examination, definite. The area 
over which one may elicit tenderness spreads in 
extent the longer the case is allowed to progress. 
Tenderness is the first positive sign one finds in an 
examination of acute osteomyelitis, and in order 
that one may know where to examine to best ad- 
vantage, he must have an exact knowledge of the 
location of the epiphyseal lines of the various 
bones. Fortunately, these lines are not very 
difficult to remember, but if one does not care to 
burden his mind with this anatomical knowledge, 
he may have ready access to it in any text-book 
dealing with bone. Tenderness over these grow- 
ing areas of bone is the most important sign of 
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osteomyelitis, and it is at this stage that one 
should be able to conclude the diagnosis. The 
blood count at this time shows an increase in the 
white cells of the blood; the temperature is raised, 
and the pulse increased. The patient is beginning 
to suffer so much pain that sleep is difficult or im- 
possible, and he has not yet concluded his first 
twenty-four hours of illness. There is no swelling 
as yet discernible, and it is at this point that the 
doctor may be led astray into a diagnosis of 
rheumatic fever. In the histories under re- 
view, the provisional diagnosis of the first two 
or three days is seldom mentioned. Where it 
is mentioned, it is rheumatic fever. The treat- 
ment to which these cases have been submitted, 
according to the records, is the local application 
of various drugs, salves, ointments, proprietary 
and otherwise, and the internal administration 
of salicylates. Some cases have been submitted 
in the first twenty-four hours to x-ray examina- 
tion. Unfortunately there is no abnormality to 
be seen at this stage, and the physician may, as 
a result, have a false security. One case in 
the series had five x-rays in seven days, and these 
were reported clear insofar as the bone was con- 
cerned. Once the provisional diagnosis is made 
of rheumatic fever, another point may arise that 
appears to substantiate it, and that is that pain 
appears in or about another joint. This appears 
to be corroborative evidence. It must be re- 
membered that osteomyelitis is frequently mul- 
tiple. The blood count does not give informa- 
tion that is positive in regard to a differential 
diagnosis, although an increase in the leucocytes 
is generally a marked feature. 

After the first twenty-four hours, the symp- 
toms are all more marked. The pain maintains 
its constant character, and sleep becomes im- 
possible. The leg, or whatever part is affected, 
is guarded from any movement or jarring that 
might occur. The pain becomes so severe that 
the patient screams if he be touched. The tem- 
perature is high, with a rapid pulse and marked 
symptoms of intoxication. The blood culture is 
frequently found to yield a staphylococcus aureus. 

After the first twenty-four hours, to the local 
sign of tenderness is added swelling. This is 
discernible in most cases in about twenty-four 
or thirty-six hours from the onset of the initial 
pain. The swelling at first is not marked, but 
as the days pass it advances steadily in extent. 
At first it is found to be just above or just below 
the joint, if the joint is a fairly accessible one. 
The common places for swelling to be first seen 
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are the dorsum of the foot, due to infection of the 
astragalus, or just below the external or internal 
malleolus, due to infection of the os calcis, swelling 
just above either malleoli, due to infection of the 
tibia or fibula; swelling one-half inch below the 
head of the tibia, or just below the head of the 
fibula, and swelling externally or internally just 
above femoral condyles. The neck of femur is too 
deeply located to give obvious swelling, but swell- 
ing may occur over the great trochanter, or along 
the crest of the ileum, or on the perineum from 
infection of the pubis. In the upper extremity 
it may be seen over the scapula, most frequently 
at the tip of the acromion process, swelling of. the 
shoulder over the neck of the humerus, swelling 
just over the condyles of the humerus, swelling 
over the olecranon, swelling at wrist over lower 
end of radius or ulna, and in the carpal and meta- 
carpal bones. The swelling occurs exactly over 
the area that first experienced tenderness, and 
as the swelling grows in extent, it is found to pro- 
gress away from the joint, but as it reaches a size 
that is causing marked enlargement of the limb, 
the joint begins to show some enlargement, and 
the synovial sac becomes outlined. This may be 


due to a simple local back pressure of venous re- 
turn, or it may become a septic arthritis. 

When the patient is first seen in this stage of 
local enlargement of the thigh, the case may 
simulate a cellulitis, but one must beware of the 
suspicious location of the swelling, together with 


the extreme pain that is manifest. The swelling 
increases to such an extent that it “points” 
after a period of two or three weeks, and eventu- 
ally, if left undisturbed, discharges of itself. The 
violence of the constitutional reaction, in those 
cases that recover, subsides after the first ten 
days, and if left without surgical intervention 
they, after their abscess is discharged, make a 
slow recovery in their general condition, to a con- 
dition close to normal. Locally the wounds 
granulate, but sinuses persist, out of which now 
and then are discharged pieces of dead bone of 
varying size. This condition may persist for 
years. 

The diagnosis of an infection of the neck of the 
femur presents great difficulties. The upper epi- 
physis lies within the capsule of the hip joint, and 
is therefore almost inaccessible to manual ex- 
amination. The hip joint is splinted, and shows 
the signs of an acute hip. It may be necessary 
to endeavour to aspirate the joint cavity. If the 
joint fluid is clear, and one is confident there is an 
infection in the neck of the bone, he should 


THE CANADIAN MEDICAL ASSOCIATION JOURNAL 


operate upon it. If he does not interfere early, 
a septic arthritis is produced, and the head of the 
femur is separated and becomes a sequestrum. 

The following is.a typical history: Previous 
to one month ago, the boy was perfectly well. 
On September 8th, boy came home from school 
complaining of pain in left ankle; said it felt as 
though he had sprained it. Later in the evening 
he complained of headache, and said he felt chilly; 
he became very feverish after going to bed and 
did not sleep for pain. On the following day the 
boy was sick at the stomach and vomited. The 
pain in left ankle increased; and the lad could 
not put weight on his foot; the ankle looked 
normal. 

September 10th: Began to complain of pain 
in the right ankle as well, but constitutional dis- 
turbance less. 

Sunday, September 11th: Both legs began to 
swell, especially the right, both quite hot and red. 
Patient was very feverish, and would not at- 
tempt to put weight on either limb; very tender 
to touch. Seen by doctor. Diagnosis rheumatic 
fever, and put on treatment. 

For next week patient was quite delirious, and 
legs swollen and painful. About September 20th 
mother says two yellow blisters appeared on 
anterior surface of right leg about half way down. 
When hand was rubbed over those areas, it gave 
the impression of a hole being beneath (about 
one inch across). Rubbed with camphorated 
oil, and dressed with absorbent. Boy com- 
plained a great deal of pain, and on dressing being 
removed, there was free discharge of pus from 
right leg. Abscess found two to three days later 
on left leg, and began to discharge. Rheumatic 
abscesses seen by doctor every second day—hot 
applications. Abscess also appeared on left 
ankle, and was opened. Abscess formed on 
knee was opened. Slight discharge. 

Came to hospital in thirty days. Right leg— 
ankle very swollen, bluish in colour, extremely 
tender, and joint seems disorganized, abnormal 
motility in almost every direction. Swelling 
most pronounced over internal malleolus, and 
here there is fluctuation. Over external malleo- 
lus, three sinuses. . Sinus seems thickened, and 
the leg is very tender. Bare bone may be felt 
through both sinuses. 

Left Leg: The left ankle is also swollen and 
purplish in colour, most marked over the malleo- 
lar region. There does not seem to be so much 
destruction of the left ankle joint. Over left 
shin, three discharging sinuses. Upper sinus 




















in region of tibial tuberosity. Upper epiphysis is 
quite loose, and apparently partially detached 
from the shaft. Knee is not involved. 

The diagnosis of acute osteomyelitis is ex- 
tremely urgent. The symptoms and signs are 
clear-cut and obvious. The preceding history 
relates a sprain, or a slight injury to a growing 
bone. Injury is done the growing line of bone 
because it is not yet rigid, and it is the spot where 
the stress is taken up, and damage results. Co- 
existent with the pain or injury, there may be a 
superficial infection, or a sore throat. One should 
view with alarm the co-existence of these factors— 


infection and injury—and would be well advised . 


to take a child off his feet for the time being. 





POWERFUL ally has been added to our 
available forces in the battle against 
syphilis, in the form of bismuth. Bismuth has 
long been known to possess bactericidal proper- 
ties, but, the preparations hitherto employed, 
and the manner of their administration were not 
attended with results sufficiently good to justify 
their use in this capacity. The salts of bismuth 
with which we were most familiar were the sub- 
nitrate, carbonate, subgallate, benzoate and the 
salicylate. With ordinary therapeutic doses, 
taken by mouth, the amount of absorption was 
inadequate, while large doses, sufficient to have 
effect, were frequently followed by unlooked-for 
consequences. 

The Pasteur Institute, after intensive study of 
the subject, has retrieved bismuth from the posi- 
tion of obscurity into which its inefficiency and 
toxicity had plunged it, and brought it out in 
new forms which have given most gratifying re- 
sults. 

Fournier was the first to introduce these new 
salts of bismuth in the treatment of syphilis in the 
Paris Hospitals. In 1921, after a period of experi- 
mentation, he announced to the Academy of 
Sciences the results obtained. These demon- 
strated, incontestably, the properties of bismuth 
as a spirocheticide and its curative action in 
syphilis. Following these reports the use of bis- 
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The disease having begun, the diagnosis depends 
upon general reaction and local tenderness. 
This tenderness is in the direct location of an 
epiphyseal line. These are the only points one 
requires for the diagnosis. If one waits until the 
condition becomes full-blown, they have caused 
that patient agonies that could have been cut 
short; they have rendered a condition that might 
have been cured in two or three weeks, one that 
will take years to cure. 

The public require education in the seriousness 
of this condition. This series of cases demon- 
strates that about thirty per cent. of the cases 
do not consult a doctor during the first four 
days or more. 


muth spread rapidly to the large European 
clinics, and the claims which Fournier made have 
been amply substantiated by the results which 
have since been obtained. 

Among these newer salts of bismuth, the most 
important are: the hydroxide, iodo-quinate, the 
sodium and potassium tartrate, and the succinate. 
Of these, the first two, the hydroxide and the iodo- 
quinate of bismuth, have been generally adopted 
as the most efficient for routine use, being also 
the least painful and toxic. The hydroxide of bis- 
muth occurs as a fine crystalline powder, white in 
colour. The iodo-quinate is a powder of a slightly 
thicker consistency and deep red in colour. The 
dosage of each is from 6 cgm., the minimum ini- 
tial dose, to 15 cgm., the usual maximum. Both 
these salts being insoluble, they are prepared in 
the form of oily suspensions and are adminis- 
tered by intra-muscular injection, usually three 
times a week. The average course consists of 
ten to fifteen injections, totalling one to two 
grammes of bismuth. This is followed by a rest 
period of about one week, after which the course 
is repeated. The number of such courses re- 
quired is determined by the stage and the pro- 
gress of the disease. 

Under the name of ‘Muthanol,’ ampules con- 
taining a ten per cent. mixture of bismuth hydrox- 
ide in oil are obtainable, while the iodo-quinate 
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is similarly put up under the name of ‘Quinby.’ 
These, when slightly warmed and shaken, form 
emulsions which are easy to inject through a 
comparatively small needle. The soluble salts 
of bismuth, of which the tartrate is an example, 
have not been found satisfactory to the same de- 
gree as the insoluble ones. More recently, a 
solution of colloidal bismuth was introduced for 
intravenous administration. The results follow- 
ing its use have not been as favourable as antici- 
pated. It is slightly more toxic and decidedly 
less effective than the hydroxide or the iodo- 
quinate. 

Bismuth is known to exert a direct action upon 
the spirochaete, having the effect of a true anti- 
body. This is in contradistinction to arsenic, 
which acts, not only upon the offending organism, 
but upon the host. The bactericidal action of bis- 
muth is much more powerful than that of mer- 
cury, in safe therapeutic doses; bismuth, there- 
fore, is the most potent spirocheticide at our dis- 
posal. The following figures have been arrived at 
by a study of approximately three hundred cases 
of syphilis, at the Finger Clinic in Vienna and the 
St. Louis Hospital in Paris. All stages of the di- 
sease were represented, and prior to the bismuth 
treatment, these pa‘ients had had no medication 
whatever. At the time of writing, these cases had 
been under treatment and observation for periods 
of six to twelve months. 

In the majority of cases ‘n the primary age, 
no spirochete could be demonstrated twenty-four 
hours after the first injection of bismuth. Most 
of the sores were completely healed after four or 
five injections, in eight to fifteen days. Adeno- 
pathy accompanying the primary sores showed 
equally good response to the drug. 

In secondary syphilis the action of b:smuth is 
not quite so uniform. Mucous patches disap- 
pear with remarkable rapidity, nearly all within 
six to eight days, after two to four injections. 

On the secondary skin eruptions, the action 
of bismuth is variab!e to a slight extent. Some 
dermatoses clear up rapidly, within six to eight 
days, other, require considerable longer periods. 
In nephritis, occurring in the secondary ; tage, 
bismuth is at its best. All cases hitherto treated 
have cleared up within fifteen to twenty days, 
with six to ten injections. 

On the Wassermann react:on the action of 
bismuth compares very favourably with that of 
sa'varsan. The average length of time required 
to obtain a negative reaction is a little greater 
than with arsenic, although that end is frequently 
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accomplished in twenty to thirty days of treat- 
ment. But if bismuth is, in general a little 
slower in converting the blood, this drawback is 
more than compensated for by its power to render 
the serum negative, which had remained strongly 
positive under salvarsan, in the so-called arsenic- 
fast cases. 

Tertiary syphilis reacts well to bismuth, gum- 
mata and ulcerations frequently healing com- 
pletely within fifteen to twenty days of treat- 
ment. It is, however, in tabes dorsalis that the 
specific action of bismuth is most manifest. 
Early cases respond in a manner nothing short of 
marvellous. Lightning pains disappear almost 
instantly. Crises and other of the painful symp- 
toms of this condition are greatly improved in 
very little time under bismuth. Advanced cases 
of cerebro-sp:nal lues, and even general paralysis 
have shown some improvement with its use. 

Coincident with the improvement noted in 
the subjective symptoms, changes in the cerebro- 
spinal fluid are effected. Under the influence of 
bismuth the fluid quickly becomes norma, as 
shown by the Wassermann reaction and by the 
cell and globulin contents. Recurrences in the 
nervous system, such as occur with the salvarsan 
group in a certain number of neuro-syphil'tics, 
and which may be a source of great danger, never 
appear with the bismuth treatment. 

Visceral syphilis does well under bismuth, and 
cases of aortitis, osteitis, and ocular affections 
have shown speedy and marked improvement. 
In hereditary syphilis, some very successfu _re- 
sults have been obtained, both in the les ons and 
in the serological condition. 

After intramuscular injection, bismuth is ab- 
serbed rapidly. It can be demonstrat d in the 
saliva within twenty-four hours 0° inject’on, and 
'n the urine, frequently within eighteen hours. 
In the cerebro-spinal fluid bismuth can be re- 
covered within ninety-six hours of the first injec- 
tion. As treatment progresses the eimination 
beccmes retarded. After two or three :eries of 
injections have been administered, bismuth can 
be found in the urine as la‘e as twenty-eigh’ days 
after the last dose. 

The potency of bismuth would seem to be, in 
a measure, associated with its excretion. It is eli- 
minated chiefly by the salivary glands and the kid- 
neys, and into the cerebro-spinal fluid, and it is 
just in these situations that the drug is most effec- 
tive. Bismuth is also considered to be an eff- 


cient prophylactic against syphilis. One or twe 
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intramuscular injections, prior to exposure to 
the disease, is said to prevent infection. 

As to the toxicology of bismuth, the text-books 
ascribe the following disorders to its prolonged 
and excessive use: salivation, stomatitis, dark 
discolouration of the gums, ulceration of the 
throat, diarrhoea and albuminuria, and in ex- 
treme cases, even death. Many patients, on 
the other hand, can take large doses, four to five 
drachms daily, without any apparent harm. It 
is known, however, that the toxic symptoms were 
due, to a great extent, to the admixture of arsenic 
and tellurium and other impurities in the process 
of manufacture, and not to the bismuth proper. 
Further, the subnitrate, in certain intestinal condi- 
tions, liberates nitric acid and nitrates, and these 
have caused some of the deaths recorded. With 
the newer preparations of bismuth as used in the 
treatment of syphilis by intramuscular injection, 
no fatality has, up to the present time, been known 
to occur. 

Seventy per cent. of the patients treated bear 
the drug well, and show no untoward effect what- 
ever. In thirty per cent. of the cases, however, 
some sign of toxicity presents itself. Of this num- 
ber, a large proportion exhibit only a slight in- 
tolerance to the bismuth, as exemplified by a mild 
form of stomatitis and salivation, which in a few 
days disappear without any special attention. 
A more severe effect is gingivitis with a bluish- 
black: line, resembling plumbism. This usually 
begins with the lower gums near the dental mar- 
gin, and may go on to ulceration. These affec- 
tions of the mouth may appear at any time during 
the treatment, occasionally early, after the second 
or third injection, but more often they occur 
late, after the second or third series. The admini- 
stration of Fowler’s solution, both locally and 
internally, together with ordinary oral prophy- 
laxis, have been found sufficient to overcome 
this condition, and, except in very severe cases, 
treatment need not be interrupted. 

A group of symptoms referred to as “grippe 
bismuthique,’’ and characterized by headache, 
malaise, weakness and fatigue, and accompanied 
by albuminuria of a severe grade and jaundice, 
occasionally arises during bismuth treatment. 
This condition occurs, usually, after the second 
or third series of injections, and represents the 
cumulative action of bismuth. The patient feels 
and looks quite ill, but the affection is not at all 
& grave one. Temporary suspension of the bis- 
muth and the administration of tonics, principally 
iron and arsenic, will restore the general health 
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in a very few days. In a small number of the 
cases, the injection of bismuth causes local pain 
and induration lasting one or two days. The 
greater number, however, experience no local dis- 
comfort whatever. 

It will be remembered that all pat ents exhibit- 
ing untoward effects, whether local or general, 
are included in the thirty per cent. referred to 
at the outset, while seventy per cent. of the total 
number show no unfavourable signs of any 
nature. It is also to be noted that no toxic 
symptoms occur which cannot be overcome by 
suspension of the treatment for a short time. No 
case of absolute intolerance to bismuth, such as 
may exist in relation to arsenic, has been recorded, 
and there is no disturbing element, comparable 
to the Herxheimer reaction, following its use. 

As previously described, bismuth is useful in 
all cases of syphilis and in all its stages. It is 
particularly indicated, however, in those patients 
who have a natural susceptibility to arsenic, 
rendering them intolerant to treatment with the 
salvarsan preparations, and in the other class of 
cases which show abnormal resistance to arsenic, 
continued use of which fails to bring about the 
desired effect. Bismuth is also especially indi- 
cated in those cases where a Herxheimer reaction, 
should it occur, might aggravate the existing con- 
dition to a dangerous degree, as for example, 
cerebro-spinal lues, or syphilis of the kidneys. 

As to the place of bismuth in relation to arsenic 
and mercury in the routine treatment of syphilis, 
various practices prevail. The success following 
the use of bismuth has justified some clinicians 
in relying entirely upon bismuth to the exclusion 
of all other drugs. The system, however, as 
carried out in most of the large European Clinics, 
and which has been found most reliable, is as 
follows: 

First—an intensive attack upon the infection 
with salvarsan, (or neo-salvarsan), consisting of 
a course of eight to twelve intravenous injections, 
totalling approximately ten grammes of neo-sal- 
varsan, followed by a rest period of about one 
week. Bismuth is next admin’stered, by a course 
of ten to fifteen intramuscular injections. After 
another rest interval, the treatment is continued 
by mercury in one or another o its forms, prefer- 
ence being strongly shown to intramuscular injec- 
tion of an inso‘uble salt, and intravenous admini- 
stration of a soluble one. 

This general outline is varied as to the sequence 


of the drugs and the length and frequency of the 
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courses, to suit individual cases. In the later 
stages of the disease iodine is added, as indicated. 

At the present time it is not at all certain that 
we can bring about an absolute cure for syphilis. 
It wou'd seem rational, therefore, to employ the 


Dean of St. Paul’s on Mental and Spiritual 
Healing.—The Dean in an address before the 
Marylebone Division of the British Medical As- 
sociation, stated that a closer co-operation be- 
tween the medical and the clerical professions 
had long been a matter very near to his heart. 
It was very necessary that religion should be- 
come scientific, and that science should cease 
to be—if it ever was—materialistic. Neverthe- 
less, hen one left generalities of that kind, 
the difficulties of the position became ob- 
vious. There were in evidence, for example, 
various methods of faith healing, from Chris- 
tian Seience to the creed of M. Coué; it 
was difficult to say how far these methods 
had any scientific value. Before the war 
he was a member of a committee sitting 
at Westminster, composed half of clergymen 
and half of doctors, the object of which was to 
investigate the methods of mind cure and faith 
healing which were advertised or followed. 
When the committee examined those who pro- 
fessed to work miraculous cures by religious 
means his own impression was far from favour- 
able. It seemed to him that not only did their 
evidence break down, but their whole attitude 
was unsatisfactory. All were agreed that 
hysterical and nervous cases were benefited by 
these methods, and equally that such a thing 
as a broken leg could hardly be benefited ; but 
there was a large class of intermediate cases, 
ineluding diseases caused by micro-organisms, 
about which more evidence was desirable. He 
wanted to know whether or not the encourage- 
ment of the patient and the awakening in his 
mind of a lively faith that something was going 
to happen might have some effect, possibly by 
the production of some kind of hormone, 
actually to destroy the germs of disease. At 
all events, of late years the functions of the 
duetless glands had excited very great interest, 
and there was still much to learn about their 
action. When Edward VII, not many years 
before his death, was in Germany he was found 
to be suffering from a mild form of diabetes, 
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whole array of available anti-luetic remedies, 
until such a time as the criterion of cure shall be 
more definitely established, rather than to pin 
one’s entire: faith upon the spec‘al merits of any 
one of them. 


and a consultation took place, attended by four 
(ierman doctors and one English doctor. The 
(termans became so furious with each other as 
almost to get to blows, and after the alter- 
cation had gone on for some time the English 
doctor said, ‘‘Really, gentlemen, I believe that 
if we took our tests we should find that most 
of us were suffering from glycosuria.’’ Rather 
impressed by this idea, the Germans did make 
the test, and found that three out of the four 
had sugar. If this could be the consequence of 
anger, as seemed probable in this instance, it 
was possible that the awakening of a lively 
hope in the mind of the patient might have 
effects not yet determined in the opposite direc- 
tion.—Brit. Med. Journal. Mar. 10, 1923. 


Postinfluenzal Chronic Pneumonitis.—It 
is commonly stated that influenza predisposes to 


pu monary tuberculosis. This may be true, says 
Francis H. McCrudden, Boston; but he also asks 
whether it is not possible that this belief is due to 
the confusion of tuberculosis with the postinfiu- 
enzal nontuberculous, pulmonary conditions de- 
scribed in this paper. We all see cases of pul- 
monary disease in which the tubercle bacillus can- 
not be found in the sputum, and cases in which 
physical changes characteristic of pulmonary tu- 
berculosis cannot be found in the lungs, which 
are, nevertheless, diagnosed as possible, or even 
probable, pulmonary tuberculosis. But in the 
case of a patient giving a history of severe influ- 
enza and pneumonia, preceded by good health 
and followed by chronic pulmonary disease, a 
diagnosis of pulmonary tuberculosis should not 
be made unless either physical or roentgen-ray 
findings show the definite characteristics of pul- 
monary tuberculosis, or the sputum shows tubercle 
bacilli. It is possible that pulmonary tubercu- 
losis may attack a person suffering from this pos- 
influenzal pneumonic condition, so that the two 
conditions may be present in the same patient, or 
that pulmonary tuberculosis may immediately 
follow a severe case of influenza. McCrudden re- 
ports four cases to illustrate the points made.— 
Jour. Am. Med. Assoc., March 3, 1923.) | , 
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Retrospect 


EPILEPSY 
A. G. Morpnuy, M.D. 


Demonstrator in Neuro-Psychiatry, McGill 
University 


In an article entitled the ‘‘New Pathogenesis 
of Epilepsy,’’ Rojas in the Revue Assoc. Med. 
Argentina attributes the apparently excitatory 
phenomena to failure of the cortical inhibitory 
centres to keep the balance. Unconsciousness 
and amnesia are difficult to explain on the 
ground of cortical excitation, and rather point 
to funetional cortical suppression. Epilepsy. 
therefore, he concludes, is a syndrome of sud- 
den cortical inhibition which dislocates the 
mechanism of inferior centres. 

The same conception is outlined by Sargent 
in a very interesting and suggestive article in 
Brain, Vol. 44, part 3. ‘‘When loss of con- 
sciousness and convulsive movements result 
from the same cause, we ean conclude that 
these movements point to a suppression, not a 
stimulation of cortical activity. The tonic 
stage of muscular contraction seems to indicate 
not a discharge of energy from the cortex, 
but the liberation of a lower level mechanism 
from eortical control. The unconscious rigid 
epileptic is for the moment a decerebrate man.’’ 
Sargent feels that sufficient importance has not 
been attached to the possible effects of seem- 
ingly minor and transitory disturbances of cir- 
culation on cerebral function, and therefore 
emphasizes a vascular hypothesis of the 
pathogenesis of epilepsy, calling attention to 
the fact that as long as twelve years ago, A. KE. 
Russell hinted that, so far as the causation of 
epilepsy is concerned, inquiry into the pro- 
cesses, both nervous and chemical, by which the 
cardio-vascular apparatus is governed, might 
afford a valuable clue. Directly associated with 
this conception are the convulsive phenomena 
in heart block and the few recorded observa- 
tions of pulse failure during epileptic attacks. 

“Tt requires no great effort of the imagina- 
tion to suppose that cortical control may be sud- 
denly eut off by a sudden and transient dis- 
order of the cortical circulation, and cause, 


according to the extent and duration of the cir- 
culatory disturbance, varying degrees of 
decerebrate rigidity.’’ This statement is made 
apropos of Kinnier Wilson’s work on decere- 
brate rigidity, in which clinical evidence is 
shown that such rigidity, both with and with- 
out the occurrence of tonic fits, occurs in man 
as a result of lesions which interrupt the 
cortico-spinal path, and is strictly comparable 
to that which obtains in animals when the 
mesencephalon has been transected. 

But while tonic fits might be thus explained. 
it is by no means easy to explain the clonic 
spasms, which apparently depend on the same 
motor mechanism as Jacksonian fits, and ex- 
hibit the phasic character of movements 
associated with cortical activity. According to 
the above hypotheses there oceur in a typical 
epileptic seizure first a cutting off of cortical 
control and liberation of lower centres, and 
then an ill-regulated outflow of cortical energy, 
corresponding to the tonic and clonic stages 
respectively. 

It must be confessed, however, that while the 
mechanism of tonie and clonic fits may be 
partially explained in the light of motor 
phenomena observed in decerebrate animals, 
Jacksonian attacks resulting from definite 
organic lesions, and experimental work on the 
cortex such as electrical stimulation and 
blanching of the cortex with adrenalin, the con- 
dition underlying essential epilepsy is still 
unknown. 

Frisch and Weinberger (Zeitschrift fur 
Neurolog. und Psy.. Oct. 1922), contribute two 
articles dealing with metabolic variations in 
epileptics. Investigations were made in inter- 
vals between attacks, and during and follow- 
ing attacks. Metabolic disturbances are 
described as factors regulating ‘‘ convulsive tol- 
eranee’’ in the sense that through their influ- 
ence on the biochemistry of the cell they change 
the degree of irritability of the brain; that 
stimuli otherwise subliminal become effective 
during the disturbance; and the peculiar 
changeableness of metabolism in epilepties is 
responsible for the variations between health 
and illness. 
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Tables are given showing changes in weight, 
non-protein nitrogen (RN) and sugar per- 
centage in blood, and galvanic irritability of 
muscles in six patients observed daily for four- 
teen or fifteen days. 

In patient No. 1 a marked increase of non- 
protein nitrogen in the blood was observed. 
with still further increase up to the night when 
three attacks occurred. Next day there was a 
decrease, but not to normal; after three days 
the percentage fell to normal. The blood-sugar 
percentage ran about the same course. There 
was a decline of 1.5 kilos in weight after the 
attack. Examination of patient No. 2 gives a 
somewhat similar result. In patient No. 3, the 
RN mg. percentage was 30 and the blood-sugar 
139 the day before the attack ; the day after the 
figures were 19 and 109 respectively. The gal- 
vanic irritability in these three patients, 
especially AOC, varied with the chemical dis- 
turbance. The pre-paroxysmal increase and 
post-paroxysmal decrease in weight were 
ascribed to retention of water in the body tis- 
sues and subsequent execretion, this in turn 
depending upon variability in mineral con- 
stituents in blood and tissues. 

While in normal individuals the sodium 
chloride and calcium percentages in the blood 
are remarkably constant, notable variations 
were found in -the patients examined. In 
patient No. 1, the former sank from 498 mg. 
per cent eight days before an attack to 447 mg. 
per cent the day following an attack, while the 
calcium increased during the same time from 
9.97 to 12.91 mg. per cent. In another patient 


The Arthritis of Serum Sickness.—Among 
ten patients with serum disease who had re- 
eeived large amounts of horse serum intraven- 
ously, there were six who showed definite joint 
involvement. From the joints of four of these, 
Ralph H. Boots and Homer F. Swift, New 
York, were able to aspirate fluid having the 
gross and microscopic character of an exudate. 
From a fifth, in whom pain was the only symp- 
tom, no fluid could be obtained; the joints of 
the sixth were not aspirated. The positive find- 
ings in the synovial fluids from the four other 
patients, however, indicate that the arthritic 
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there was a diminution of 50 per cent. in the 
sodium chloride blood content. The authors 
ascribe the pre-paroxysmal diminution of 
sodium chloride in the blood to an increase of 
sodium chloride with a corresponding retention 
of water in the tissues, and the inerease of 
calcium in the blood to a lessening of calcium 
in the tissues, this latter being the decisive fac- 
tor in the increased irritability of the central 
nervous system and a result of acidosis caused 
by endocrine changes. They remind us that the 
brain may share in the tissue swelling, and cite 
experiments on animals showing that the brain 
is capable of an increase of 9 per cent. of its 
weight. 

These investigations are of more than scien- 
tifie interest, even though the authors’ hy- 
potheses are as yet unproven, and may point 
the way toward rational therapy. Leahy, 
N. Y. State Jour. Med., Jan. 1922, cites a num- 
ber of cases in which there appeared to be a 
definite relation between ovarian disturbances 
and epileptic attacks, with marked improve- 
ment in two eases treated with corpus luteum, 
and other eases of epilepsy showing dyspitui- 
tarism with diminished secretion. 

L. Pierce Clarke (Amer. Jour. Med. Sc., 
Feb. 22) describes fainting attacks in rapidly 
growing adolescents, which resemble petit mal, 


and which he ascribes to pituitary disturbances. 


The part played by endocrine disorders or 
imbalances in epilepsy is, however, by no means 


clear. There are not enough data at our dis- 


posal to warrant our coming to a conelusion. 


symptoms in serum disease are due to an actual 
inflammation of the joints. The demonstration 
cf horse serum in two fluids suggests that the 
irritation of the joint may be due to the 
presence of this foreign protein in an allergic 
tissue. Clinically, the polyarthritis of serum 
disease is usually manifested by pain and ten- 
derness of the joints, but in certain instances 
swelling, heat and redness may be present. The 
synovial exudate is microscopically indistin- 
guishable from that occurring in joints of 
patients with rheumatic fever—Jour. Am. Med. 
Ass.. Jan. 6, 1923. 
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Editorial 


WHAT THE PROFESSION OWES THE RURAL PRACTITIONER 


T= article which we publish in this 
issue on the “Problems of coun- 
try practice’ demands the attention 
of all who have to deal with the health 
and well being of the community. Pro- 
vincial and Federal Governments must 
recognize that improved conditions of 
medical service in rural districts will tend 
to a lowering of the mortality rates and 
to securing stronger and better developed 
citizens. Unfortunately it is not yet a 
settled question to what extent the im- 
provement of medical and sanitary condi- 
tions in a community should command the 
expenditure of state funds. It is the 
duty, however, of the profession as a 
body to recognize the difficulties under 
which a physician in the country carries 
on his work, and the necessity of not 
only assisting him ethically in consulta- 
tion (vide Dr. Walter’s paper) but also in 
the formation of district Societies, and 
in their maintenance. 

There was a time when mortality rates 
in country districts were distinctly lower 
than those in cities and when rural practi- 
tioners were well able to keep abreast 
of advances in medicine. When the chief 
dependence in diagnosis lay in careful 
observation of the patient and the use 
of such simple instruments as could be 
found in the armamentarium of every 
physician. At that time the names of 
many country practitioners were in the 
‘list of those whom the profession to-day 
delights to honour for their contribu- 
tions to medical knowledge. Jenner, 
MacDowell, Beaumont and many others 
were country practitioners. In more re- 
cent years science has made great strides 
and scientific medicine to-day demands 
for the best and most efficient work, a 
laboratory where expensive apparatus 
calls for the skill of specially trained men, 
a condition which acts to the disadvan- 


tage of the country practitioner in more 
ways than one. 

To alter this condition Victor Vaughan 
in a paper read before a recent Medical 
Congress recommends the establishment 
in rural districts of medical centres e- 
quipped with the means of carrying out 
all modern tests necessary for the deter- 
mination of the causes of disease. Small 
communities of twenty to forty thousand 
people should have the power, on obtain- 
ing the necessary majority vote, to make a 
definite Jevy upon all its members for 
the equipment and upkeep of such 
centres. The health and sanitation of 
the community should be recognized as 
having a claim at least as urgent as 
that of education on _ state funds. 
These centres should if possible be asso- 
ciated with a small hospital equipment; 
a few beds, a well-trained graduate nurse, 
one or two probationers, a housekeeper 
and a chore-boy, all under a committee 
appointed perhaps in part by the Govern- 
ment and in part by the local community. 

The Dominion Government last year 
voted a considerable sum for the treat- 
ment of venereal cases. Why should 
the grant not be enlarged sufficiently to 
include examination of sputum, blood, 
stomach contents, bacterial smears and 
sections of new growths? Such a scheme 
demands the education of the public, 
and will we fear, require time. 

In the meantime much will be gained 
by the co-operation of physicians in 
neighbouring counties and municipali- 
ties in the formation of small district 
medical societies, meeting either in a 
suitable hall or in one another’s houses, 
for the reporting of cases of interest, or 
the reading of abstracts of papers valuable 
either in themselves or as productive of 
discussion. Ontario, with its donation 
from the local Red Cross Society is 
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setting an example to the other provin- 
ces in its efforts to stimulate and assist 
its practitioners residing in rural districts. 
We publish in this issue an abstract of 
an address by the President, on the aims 
and activities of the Ontario Medical 
Association. The profession in Alberta 
and British Columbia are also alive to 
the necessity for co-operation and the 
establishment of small hospitals. In Al- 
berta we are informed that already many 
efficient hospital centres have been estab- 
lished by churches, private corporations, 
and by a few municipalities, which are 
doing good work, enabling physicians to 
give more effective assistance to patients 
in outlying districts. Much work must 
be done by the profession itself, however, 
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before much advance can be made along 
these lines; the public must be educated 
to appreciate the necessity for the estab- 
lishment of such centres, and some sys- 
tem must be devised by which the cost 
of them may be borne to a considerable 
extent by the community, in order that 
the expense to patients may not be too 
great. 

In our opinion the public generally, 
and we fear top often the city physician 
do not sufficiently appreciate the diffi- 
culties of the country practitioner making 
his visits on dark and stormy nights, over 
rough and scarcely travelled roads, and 
obliged to rely in cases of urgent diffi- 
culty upon his own wit and the contents 
of his well filled bag. 


SYMPTOMS AND TREATMENT OF DISORDERS OF THE 
DIGESTIVE TRACT 


E publish in this issue several papers 
which have to deal with symptoms 

and treatment of the various forms of that 
very prevalent syndrome, disordered di- 


gestion. Gastric and duodenal ulcers are 
interesting to the internist, the surgeon, 
the pathologist and the biochemist. One 
might suppose that the very considerable 
literature which has appeared recently 
in the medical journals had put on a fair 
and sound foundation the main - ques- 
tions involved in so simple a process as 
benign ulceration of the stomach and 
duodenum. 

We do know that the condition oc- 
curs. We have seen the ulcers in the 
living and in the dead. Our knowledge 
of their etiology is mostly theoretical, 
and indeed no theory yet advanced has 
received universal acceptance, for no 
theory has presented many well accepted 
reasons for its adoption. 

Gastric and duodenal ulcer, as a rule, 
give rise to a group of symptoms that 
are rather definite and yet no group of 
symptoms can be depended upon to give 
a hundred per cent. accuracy in diagno- 
sis. These ulcers are found at autopsy 


in patients who have died from other di- 
seases and who during life had no symp- 
toms suggesting ulcer of either the 
stomach or duodenum. Again the first 
symptom may be a severe haemorrhage 
or a perforation. Scars indicating healed 
ulcers of the stomach and occasionally 
of the duodenum are sometimes found 
at autopsy. They may come and they 
may go and we know not why they came 
nor the conditions that favour spon- 
taneous repair. 

Epigastric pain bearing a constant re- 
lation to the taking of food is the im- 
portant symptom. In gastric ulcer nau- 
sea, vomiting and occasionally haemate- 
mesis may also be present. Radiological 
examination and fractional gastric analy- 
sis are valuable aids in completing the 
diagnosis. 

The treatment of chronic gastric and 
duodenal ulcers is on the whole satisfac- 
tory. Improved technique has lowered 
the mortality rate almost to the vanish- 
ing point. Moynihan reports 500 con- 
secutive cases without a death. In the 
majority of cases the symptoms disap- 
pear after operation and in nearly all 
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there is a marked improvement in health, 
with improved nutrition and increased 
weight. In the treatment of chronic 
gastric ulcers near the pylorus, Moynihan 
inclines to resection of the end of the 
stomach. This operation is more formi- 
dable than a gastroenterostomy. The re- 


sults are excellent and the mortality a 
little higher. 

There is evidence that acute ulcers heal 
under favourable conditions and under 
proper diet and rest, and there is reason 
to hope that in the future, the chronic 
form may be seen less frequently than in 
the past. G. E. A. 


TOBACCO SMOKE 


Aj of us who smoke have often won- 
dered what it is in the fumes that 
causes the well-known pleasant or un- 
pleasant effects. In a recent editorial of 
the Journal of the American Medical 
Association for March 3rd, 1923, entitled 
‘““What we get when we smoke,” the re- 
sults of the recent work of Baumberger 
and of Lee are discussed. Carbon mon- 
oxide, the lethal agent in illuminating 
gas and in the exhaust gas of motors, is 
also present in tobacco smoke. Its poi- 
sonous effects are due to the avidity 
with which haemoglobin takes it up, 
oxygen at the same time being displaced, 
for the red cells have 225 times as great 
an affinity for carbon monoxide as for 
oxygen. Tobacco smoke may contain 
from 7.2 to 25 parts of carbon monoxide 
in 10,000 parts of air, but the most hardy 
smoker takes many breaths of fresh air 
between “‘puffs” and it is probable that 
the maximum saturation of haemoglo- 
bin by carbon monoxide, which occurs in 
the blood of a devotee to tobacco, is 
only ten per cent. and this amount does 
not usually call forth symptoms. On the 
other hand, it has been shown that a 
concentration of about twenty-two per 
cent. will produce headache, and _ per- 
haps a shortage of oxygen will be felt 
by the smoker during exercise. 

It is now concluded by Lee that nico- 
tine and not pyridine, a decomposition 
product, is the chief poison in tobacco 
smoke, for tobacco smoke causes the same 
physiological effects as nicotine in corres- 
ponding concentrations. It hasbeen com- 
puted that eighty per cent. of the tobacco 
of a cigarette is smoked and that in the 


“*puffed”’ smoke of every cigarette there is 
about 5 mg. of nicotine. Of this, sixty- 
seven per cent is absorbed if the smoke is 
drawn into the mouth only, and eighty- 
eight per cent. if the smoke is inhaled into 
the lungs. How much nicotine reaches 
the blood depends greatly upon the a- 
mount lost in saliva. Increased intra- 
cranial pressure, giving rise to headache, 
is caused by both nicotine and by the 
decreased oxygen in the blood due to 
displacement of this gas by carbon mon- 
oxide. 

If a cigarette smoker were to puff 
steadily for an hour and inhale, he might 
absorb 36 mg. of nicotine and 27.5 mg. 
if he merely drew the smoke into his 
mouth. It is surprising that “inhaling” 
does not yield a much greater absorption 
of nicotine than mere “puffing.” 
Marked effects would be produced after 
this hour of concentrated intimacy with 
the herba santa but consolation may 
be sought in the fact that 500 mg. taken 
at one time is the lethal dose! The other 
substances in tobacco smoke are not fully 
known, but experimental evidence shows 
that nicotine and carbon monoxide cause 
most of the effects observed. 

An explanation has also been offered 
for the more pronounced effects of cigar 
and pipe smoke than those produced by 
the smoke of cigarettes. Although cigar- 
ette tobacco contains nearly twice as 
much nicotine as cigar tobacco the smoke 
of the latter is twice as toxic. During 
the slow combustion of a cigar, however, 
‘immediately behind the point of com- 
bustion is an area in which the water and 
other volatile substances condense: dur- 
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ing the act of smoking, the hot gases pass 
through this moist area and volatilize 
the more volatile principles of the to- 
bacco, of which nicotine is one. There- 
fore the smaller the moist, hot area be- 
hind the point of combustion, and the 
more rapid and complete the combus- 
tion, the less likely is the smoke to con- 
tain volatile toxic bodies.”» We now see 
why a thin cigar yields fewer of these 


Editorial 


NATIONAL HOSPITAL DAY 


BELIEVING that an invaluable service in edu- 
cating the public to the real functions of a hos- 
pital, could be rendered by an organized effort 
to focus attention on institutions for the treat- 
ment and care of the sick and unfortunate, a 
campaign was begun in 1921 for the observance of 
a national hospital day on May 12th. This day 
was selected as it is the anniversary of the birth 
of Florence Nightingale, and on this date will be 
held this year the third national hospital day. 
The following are some of the suggestions for a 
programme for that day: Graduation exercises 
of the training school; parades; hospitals will 
have “open house” for visitors with members 


Dean Inge on Birth Control—The Dean spoke on 
birth control—a social, racial, and economic, as well 
as a moral and medical question. He reminded the 
audience of the facts with regard to the increase of 
population. The birth rate in this country reached 
its maximum of 36 per 1,000 in 1877, when the death 
rate was 21 or 22. The birth rate had declined, 
almost in a straight line, except for the war years, 
until last year the figure was 20 per 1,000. The death 
rate, thanks mainly to the skill of the medical pro- 
fession, had declined in a parallel line, and last year 
was 12 per 1,000. Were there any in that room who 
would hold that the old birth rate of 36 per 1000 
could have been maintained, in view of over-crowdinz 
and unemployment, with a death rate of 12? It 
seemed to him quite obvious that in some way or 
other the birth rate had to decline, and also that a 
time must be reached—not very far ahead—when this 
country could no longer support a further increase in 
the number of its inhabitants. That being the case, 
it did not seem very creditable either to their pro- 
fession or his own that they should have joined in 
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products than a “fat” one and why the 
smoke of a relighted cigar or pipe is un- 
pleasant in its effects. 


For those who are interested in the 
neurological side of the effects of tobacco 
we recommend them to read Frankl- 
Hochwart’s monograph Die nervisen Er- 
krankungen der Tabakraucher, Wien u. 
Leipzig, 1912. 


Comment 


of the staffs to act as guides; circulars and pam- 
phlets to be distributed showing interesting facts 
and statistics about the hospital; churches can 
make mention of this ‘“Day’’; motion picture 
houses by slides can do their bit; newspaper pub- 
licity. The observance of this “Day” by hospitals 
throughout the country has done much to place 
hospital problems before the people in their several 
communities. The National Hospital Day com- 


mittee is preparing plans for the third National 
Hospital Day which takes place on May 12th, 
under the presidency of E. S. Gilmore, superin- 
tendent, Wesley Memorial Hospital, Chicago. 
Dr. Malcolm T. McEachran, of ‘the Vancouver 
General Hospital, is vice-chairman. 


discountenancing and condemning any attempts to 
regulate the birth rate, and he said this with the 
more confidence because the statistics showed that the 
very bottom place in the birth rate was held by the 
members of their two professions. That was not 
satisfactory, nor even honest. The differential birth 
rate, of course, was a very striking and dangerous 
symptom—the birth rate was two and a half times 
as high among unskilled labourers as among members 
of the learned professions. With regard to methods 
of controlling births, opinions differed both as to moral 
and medical aspects. He would plead only for can- 
dour and honesty. Doctors in these days had entered 
into the position of the priests of the Middle Ages. 
They heard confessions, they imposed penances, some- 
times fantastic ones. They were listened to, and what 
they said was accepted as authoritative. The physical 
and moral welfare of the country was largely in their 
hands. Let them tell the public what it was good 
for the public to know, and especially the clergy, to 
save them from making all manner of disastrous 
mistakes.—Brit. Med. Journal, March 10, 1923. 
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Men and Books 


A. MODERN SCHOLAR-PHYSICIAN 


Str Norman Moore, Bart., has recently died 
at the age of seventy-five, and thus passes per- 
haps one of the most representative of modern 
scholar-physicians. Born in Lancashire in 1847, 
Norman Moore was educated at Owens College, 
Manchester, and St. Catherine’s College, Cam- 
bridge. He entered St. Bartholomew’s Hospital 
as a medical student, and took his M.B. (Cantab.) 
in 1872, and M.D. in 1876. For his hospital he 
did yeoman service. He was elected assistant 
physician in 1883 and physician in 1902, and 
consulting physician in 1904: an instance of the 
slow promotion of meritorious men which is 
possible in some of the London hospitals. He 
lectured, after his graduation, on comparative 
anatomy, pathology, and on the principles, and 
practice of medicine. 

He was Warden of the Medical School for nine- 
teen years during which time he lived within the 
precincts of the hospital. The Warden’s posi- 
tion is different from any in this country for he 
has direct charge of the students and in this way 
comes into close contact with them, especially 
so with those amongst their number who are 
residents in the College. Moore’s influence and 
stimulus was great amongst them, both inside and 
outside the wards and lecture rooms, for it was 
possible for him to advise them on questions of 
their medical education and in the general con- 
duct of their lives. He taught them to read old 
books, not because they were old, but because they 
were good. He was not stinting in his praise of 
accurate observations made by his house-physi- 
cian or clinical-clerk if they were expressed in a 
well-worded note. During this time he published 
valuable papers on pathology, notably one on the 
Morbid Anatomy of Gout: at Barts, even to this 
day, outspoken examples of this disease are very 
frequent compared with the number of those 
seen in Canada. His clinical experience with 
hospital cases was very large and down to the 
year of his death he used to appear at the medical 
consultations, which are held weekly in a large 
room, the medical staff, house-physicians and 
students being present, and after all his junior 
colleagues had spoken, he would express his 
opinion of the difficult cases shown there. 

His crowning achievement for his hospital, 


founded eight hundred years ago by the monk 
Rabere, was the publication, in 1918, of the 
History of St. Bartholomew’s Hospital in two large, 
well illustrated volumes. This was the result of 
thirty years of untiring research amongst the 
mediaeval and later charters and records of the 
Foundation and his work took him into many 
fascinating by-paths of English history and 
English literature. This history is full of anecdote 
and it contains as much about the avocations as 
about the vocations of the medical men. In the 
chapter on Harvey—the greatest Barts man— 
we even find an account of the various men who 
signed his diploma of M.D. in Padua in 1602. 
Norman Moore showed himself an expert in the 
history and topography of the City of London 
from its earliest times. It was a pleasure to 
hear him tell by his own fireside of the changes 
wrought by time and man in and about Smith- 
field and of the Roman remains which have been 
brought to light in recent years. 

As devoted as Norman Moore was to Barts, 
he was just as much in love with the history and 
traditions of the Royal College of Physicians 
founded in 1518 by Henry the Eighth, Linacre (a 
medical humanist and greatest of the English 
scholar-physicians) and Cardinal Wolsey. He 
took his M.R.C.P. in 1873, was elected a Fellow 
in 1887, and held the high office of President from 
1918 until the spring of 1922 when Sir Humphrey 
Rolleston succeeded him. He filled many of the 
lectureships of the College and following Dr. 
Frank Payne, that distinguished historian of medi- 
cine, he was its Harveian Librarian for seven- 
teen years. There he could be seen every after- 
noon deeply engaged in the perusal of old medical 
lore or volumes of the classics, of which its library 
has so many valuable examples. Norman Moore 
did much to encourage the study of the history of 
medicine in England, and through his influence 
the Fitzpatrick lectures were founded; and when 
his turn came to deliver them at the Royal College 
of Physicians, he chose as his subject the History 
of the Study of Medicine in the British Isles*. 
In this book we have a sympathetic study of 
many of the lesser known physicians as well as 
of the great men in British medicine. Moore 
shows that to Mayerne, Glisson, and Sydenham 


*Oxford, at the Clarendon Press, 1908, 8 vo. 
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we owe the establishment of the study of clinical 
medicine in England. Scattered through the 
pages, we find the names of those who discovered 
facts or methods in clinical medicine, which are 
now common knowledge. For example, that 
Nicholas Tulpius in his three books of observa- 
tions, printed by Louis Elzevir at Amsterdam in 
1641, was the first to describe the sputa of fibrin- 
ous bronchitis; or that Nicholas de Cusa (xvth 
century) was the first to count the pulse, and this 
he did by the water-clock. Before his time the 
pulse had often been discussed, but never counted. 

Sir Norman Moore was at one time President 
of the History of Medicine Section of the Royal 
Society of Medicine and in 1922 was President 
of Honour at the gathering of the third Interna- 
tional Congress of the History of Medicine. 

He represented the College on the General 
Medical Council for years. Although his lean- 
ings were conservative in matters of policy, he 
did not stand in the way of progress, and it is 
owing to his work and of those who were asso- 
ciated with him that the examinations of the 
Conjoined Board of the Royal Colleges of Physi- 
cians and Surgeons were established. Sir Norman 
Moore was far-famed as an after-dinner speaker 
at medical gatherings. 

As a student of history and biography Norman 
Moore was indefatigable; for the Dictionary of 
National Biography he wrote four hundred and 
fifty-four lives, chiefly those of medical men. In 
the preparation for such a work he has said that he 
always read all that the subject of the biography 
had written before he attempted to present the 
life himself. Amongst his interests was the study 
of ancient Irish and many years ago Sir Norman 
Moore translated a grammar of the Irish lan- 
guage. For some years he was a Trustee of the 
British Museum and lent his counsel in matters 
concerning the purchase of antiquities. He also 
loved to go there for study and research in the 
immense library and in the manuscript room. 

He was created a Baronet in 1919. One of his 
sons was killed in the war; he leaves a widow and 
another son, who is also a physician and an au- 
thority upon the history of sailing ships. A. M. 


RUDYARD KIPLING AT THE 
COLLEGE OF SURGEONS 


ROYAL 


At the Hunterian Festival of the Royal College 
of Surgeons a few weeks ago the Hunterian 
Oration was delivered by Sir John Bland-Sutton, 
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and at the dinner in the evening the orator’s 
health was proposed by Mr. Rudyard Kipling 
The speaker’s words will be read with interest 
by all, for he relates a legend of man’s desire to 
know the how and the why of the working of 
nature about him and in him, which has been 
felt down through the ages. 

“Once upon a time, or rather at the very 
birth of time, when the Gods were so new that 
they had no names, and Man was still damp 
from the clay of the pit whence he had been 
digged, Man claimed that he, too, was in some 
sort a deity. The Gods weighed his evidence 
and decided that Man’s claim was good—that 
he was, in effect, a divinity, and, as such, en- 
titled to be freed from the trammels of mere brute 
instinct, to enjoy the consequence of his own acts. 
But the Gods sell everything at a price. Having 
conceded Man’s claim, they came by stealth 
and stole away this godhead, with intent to hide 
it where Man should never find it again. But 
this was none so easy. If they hid it anywhere 
on Earth, Man, the inveterate hunter—the father 
of all hunters—would leave no stone unturned 
or wave unplumbed till he had recovered it. If 
they concealed it among themselves, they feared 
that Man might in the end batter his way up 
even to the skies. And, while they were all thus 
at a stand, the wisest of the Gods, who after- 
wards became the God Brahm, said, ‘I know. 
Give it to me! And he closed his hand upon 
the tiny unstable light of Man’s stolen godhead, 
and when that great hand opened again the light 
was gone. ‘All is well,’ said Brahm. ‘I have 
hidden it where Man will never dream of looking 
for it. I have hidden it inside Man himself.’ 
‘Yes, but whereabouts inside Man have you 
hidden it?’ all the other Gods asked. ‘Ah,’ said 
Brahm, ‘that is my secret, and always will be 
unless and until Man discovers it for himself.’ 

“Thus, then, does the case stand with Man 
up to the present. Consider, for a moment, the 
pathos of the poor brute’s position. You all 
know the common formula for him. ‘Born of 
Woman, on Woman designed to beget his like— 
the natural quarry of the Seven Deadly Sins, 
but the Altar of an inextinguishable Hope.’ 
Or, more scientifically (I regret I am not a scientific 
person), he might be defined as ‘An imperfectly 
denatured animal intermittently subject tc the 
unpredictable reactions of an unlocated spiritual 
area.’ 

“Tt is.just this search for this unlocated spirit- 
ual area, whether it be a growth or a survival, 
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which has preoccupied Man from that day to 
this. The Priest and the Lawgiver have probed 
and fished for it all through the ages; but, more 
than any other, through all the ages, the Leech, 
the Medicine-Man, the Healer, has been hottest 
on its track. He has searched, wherever he 
dared—openly or furtively—in safety or at the 
risk of his life. In the early days the Astrologer- 
Physician, as he called himself, dreamed that the 
secret of Man’s eternal unrest was laid up in the 
sun, moon, and stars; and consequently, since all 
created things were one in essence, that a uni- 
versal medicament for Man’s eternal woes would 
be discovered upon earth. So he searched the 
earth and the Heavens for those twin secrets, and 
sacrificed himself in the search as a matter of 
course. Later, when the embargoes on the heal- 
ing art were lifted, when, at last, he was permitted 
to look openly into the bodies of mankind, the 
nature of his dreams changed for a while. He 
had found more wonders beneath his knife than 
earth or the planets had heretofore shown him. 
And that was barely ten generations ago. Once 
again, the Surgeon, as he had become, renewed 
his search, and once again sacrificed himself in the 
search as his passion drove him. There is no 
anaesthesia so complete as man’s absorption in 
his own job. 

“In the teeth of the outrageous, the absurd 
(lisabilities imposed on him, Man, the imperfectly 
denatured animal, who cannot trust the evidence 
of his own senses in the simplest matter of fact; 
whose evidence on the simplest matter is coloured 
by his own iniquities; Man, always the hunter, 
went up against the darkness that cloaked him 
and every act of his being, to find out what order 
of created being he might be. He called it 
scientific research. It was the old quest under a 
new name. But, this time, the seekers who 
headed it, unlike the Priest and the Lawyer, 
admitted that they knew very little. Experience 
had taught them to be humble. For that reason 
their knowledge was increased. They moved 


Decline of Tuberculosis.—The Committee of 
Management of the Royal Victoria Hospital 
Tuberculosis Trust in its eighth annual report 
submitted statistics showing that the mortality 
from tubereulosis had fallen during the twenty- 
five years 1890-1915 by 30.9 per cent. in Eng- 
Jand and by 42.4 per cent. in Seotland. Tuber- 
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forward into areas of the body, which, till then, 
had denied themselves to man’s hand. They were 
bewildered by mysteries which some new marriage 
of observation upon accident, some predestined 
slip of the knife resolved into—mysteries pro- 
founder still! Is it any wonder that the old 
dreams came back? The dream of the essential 
unity of all created things—the dream that some 
day that which men called life might be led into 
matter which men called dead—the boldest 
dream of all, that eventually Man might surprise 
the ultimate secret of his being where Brahm had 
hidden it, in the body of Man. And, mean- 
while, their days were filled, as yours are filled, 
with the piteous procession of men and women 
begging for leave to be allowed to live a little 
longer, upon whatever terms. 

“Ts it any wonder, gentlemen of the College 
of Surgeons, that your calling should exact the 
utmost that man can give—full knowledge, ex- 
quisite judgment, and skill in the highest, to be 
put forth, not at any self-chosen moment, but 
daily at the need of others? More than this. 
Your dread art demands the instant, impersonal 
vision which in one breath, one beat of the pulse, 
can automatically dismiss every preconceived 
idea and impression, and as automatically recog- 
nize, accept, and overcome whatever of new and 
unsuspected menace may have slid into the light 
beneath your steadfast hand.”’ 

Mr. Rudyard Kipling’s story, about Culpeper, 
‘““A Doctor of Medicine’ which is followed by 
the verses entitled, “Our Fathers of Old,” is in 
Rewards and Fairies. Both have been widely read, 
but his address to the students of the Medical 
School of the Middlesex Hospital on October Ist, 
1908, on Doctors (published by MacMillan & 
Co.), is not so well known. In simple, plain 
language Kipling tells the students of the obliga- 
tions, of the privileges, and of the trials of those 
whose calling is to minister to the sick in body 
and in mind. A. M. 


culosis had not been increased by the war, and 
in 1920 a further drop had taken place, which 
was maintained in 1921. During the past year 
this Trust had opened the Southfield Sanator- 
ium Colony, which it was hoped weuld soon 
be expanded to one hundred beds.—Brit. 
Med. Journal, Mar. 10, 1923. 
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Therapeutical and Pharmaceutical FJtems 


BUTYN 


This loca! anaesthetic is a synthetic prepara- 
tion with the technical name of Para-amino- 
benzoyl-gammadinormalbutylaminopropanol sul- 
phate. In chemical constitution it resembles 
proceine of which two ethyl groups are replaced 
by those of butyl and propanol is substituted for 
ethanol. 

It was submitted by the Abbott Laboratories 
to the Council of Pharmacy and Chemistry of 
the American Medical Association a few years ago. 
This Council supported the pharmacological in- 
vestigation made by M. L. Bonar and Torald 
Sollmann’ at the Western Reserve University, 
which shows that butyn is equally efficient for 
surface anaesthesia as cocaine and procaine in 
concentrations one-half those of the former and 
one-tenth of the latter; that it is non-irritating; 
has no effect on the blood vessels; and may be 
used with epinephrin. Intracutaneously its ef- 
fective concentrations are about one-half those of 
cocaine or procaine, but its toxicity is about the 
same as that of cocaine or higher and considerably 
greater than that of procaine. They pointed out 
that it was likely to be useful for anaesthesia of 
intact mucous membranes and that for injection 
methods it had no important advantage over the 
less toxic procaine. 

After this came a special report from the com- 
mittee on local anesthesia of the section on 
ophthalmology of the American Medical Associa- 
tion” stating that surface anaesthesia was produced 
in the eye in one minute after one instillation of a 
two per cent. solution and lasted from fifteen to 
twenty minutes. Increase in the number of 


The Duration of Contagion in Whooping- 
cough.—_Barbier and Renard (Paris Méd., Dee. 
9th, 1922, p. 531) have examined numerous 
children and adults before and after the par- 
oxysmal stage of whooping-cough for Bordet’s 
bacillus, and have come to the conclusion that 
whooping-cough patients are isolated for too 
long a period. In most cases children cease to 
be contagious after the paroxysms have lasted 
three weeks. They should, therefore, be allow- 


instillations increases the quality and duration 
of the effect; with four instillations anaesthesia is 
sufficient for all operations on the eye except 
enucleation; this had not been done with butyn 
by any member of the committee; a mild hyper- 
aemia is produced which is easily controlled by 
epinephrine; solutions of butyn have no effect 
on the diameter of the pupil nor on the intra- 
ocular pressure and they cause no drying of the 
cornea. Exposed to air, light and boiling, solu- 
tions of butyn are stable and remain efficient. 
None of the members of the committee have found 
any systemic toxic effects in hundreds of cases 
including operations on the eye, nose and throat. 
They believe this new preparation to be superior 
to cocaine in so far as instillation goes. With 
infiltration they are using one-half of one per 
cent. solutions but are not yet ready to make a 
report. 

Following the results of these investigations 
the Council of Pharmacy and Chemistry of the 
American Medical Association accepted butyn 
as a local anaesthetic which may be used as a 
substitute for cocaine on the unbroken mucosa. 

A very favourable report on butyn is given 
by Beaumont in a recent issue of the British 
Medical Journal’. 

From the available information it would seem 
that this new local anaesthetic agent is useful 
for surface effects and that caution should be 
exercised in its further application. 

WeEsLEY BouRNE 
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ed to return to school one month after the onset 
of the disease, instead of one month after the 
last paroxysm. The authors also maintain that 
abortive attacks oceur, and that when a ease 


.of whooping-cough breaks out in a family the 


patient’s brothers and sisters should also be 
examined, as they may be in the pre-paroxys- 
mal stage, and thus constitute a source of infec- 
tion in the school which they are attending.— 
Brit. Med. Jour., Jan. 27, 1923. 
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Correspondence 


OUR IMMIGRATION POLICY—A VISIT 
TO ELLIS ISLAND 


A visit to Ellis Island, the entrance to the great 
American melting pot, nestling at the base of the 
Statue of Liberty, is an experience not likely to be 
forgotten by any student of human affairs, whe- 
ther he be anthropologist, politician or philan- 
thropist. Probably the proximity of the Goddess 
of Liberty beckoning to the degenerate hordes 
from Central Europe with a sort of ‘‘Come on 
boys, the United States are yours” expression, 
is at times embarrassing to the descendants of 
the signers of the Declaration of Independence 
who sagely declared that all men are born equal. 
This platitude has been found misleading and 
if you wish to learn what the best of the rapidly 


disappearing true Americans think of it, they will: 


tell you that the framers of the Constitution did 
not mean what they wrote; they were only re- 
ferring to themselves. At all events, the melting 
pot idea has fallen on evil days, and it has been 
discovered that there is a good deal of refractory 
material that will not melt, and even if it mixes, 
the new material formed does not acquire the 
virtues of the superior part of the mélange, but 
rather the weakness of the inferior ingredient. 
In other words, if you cross a negro with a white 
you simply produce negro descendants probably 
with the inferiorities of the race intensified. The 
authorities at Ellis Island give no uncertain 
sound, and the experienced officials look with ap- 
prehension on the future of the new American 
race, if such can be evolved from the pot-pourri 
representing what was expected to become the 
greatest, nation on earth. So much new blood 
has been introduced that the best thinkers are 
prophesying that within fifty years the average 
American will be inferior to the past genera- 
tions, physically and mentally. He will be dark 
skinned and dark eyed, three inches shorter in 
height, lighter boned, with less power of resist- 
ance and altogether just what a study of Men- 
delian laws and anthropology would expect him 
to be. 

The laws of heredity are immutable, and much 
as the touters of the tremendous influence of en- 
vironment, as opposed to those of heredity, have 
sung their paean, the whole history of the human 
race shows that facts and not sentimental theories 


prevail. They classify Central European races, 
particularly the descendants of the brachy- 
cephalic Alpine stock hopelessly inferior, as they 
have always been, and while they have some re- 
deeming features yet in intelligence they fall so 
far below the Nordic or even Mediterranean 
types, that the Binet Simon scales are useless in 
measuring them. The same story reaches us 
from Saskatchewan, where an experienced psy- 
chiatric investigator says that all ordinary me- 
thods of study fail when considering these peoples. 

The authorities agree with us in saying that the 
greatest menace of the mental defective exists 
in the admission of high grade morons, and it is 
almost impossible to exclude them on account 


‘of the methods employed by shyster lawyers and 


others to get them permits to remain in the 
country for six months. A most perfect system 
of defeating the end of justice exists, and this 
is fostered by the same difficulty which exists 
in Canada, that is, the Federal authorities are 
in the position at headquarters to override any 
decision made by a medical adviser, and to issue 
permits in spite of any protest that may be made. 
This leads to no end of trouble, with the result 
that many undesirables are admitted in spite of 
the most perfect precautions taken by the physi- 
cians at the port of entrance to prevent such ad- 
missions. To illustrate the difficulties of ex- 
cluding high grade morons it may be said that a 
system of coaching these defectives while on a 
period of probation exists, and when they come 
up for their second examination if they are given 
the ordinary intelligence tests, they pass them 
with facility. 

There is little trouble about the exclusion of 
the obviously insane, and no one seems to object 
to their return. We saw a good many of those 
who were being detained. Different forms of 
mechanical restraint exist, which, in our opinion, 
are decidedly objectionable. 

Their interpreters are excellent, and are to be 
depended on for the simple reason that many of 
the physicians have acquired a good knowledge 
of foreign languages and can check them up if 
they wish to be dishonest. 

Regarding child immigration they had not much 
to say, because no such thing as child immigra- 
tion,-as we know it, exists, but they can under- 





280 


stand that it would be objectionable unless placed 
under rigid supervision. 

The question of the examination of immigrants 
at ports of embarkation was thoroughly dis- 
cussed, and they made objections that are 
practically unanswerable. These remarks apply 
to Canada as well as the United States. The 
ports are so many that it would require an enor- 
mous staff to meet the requirements,—a staff 
that would cost a great deal more than it was 
worth, and then the dangers of substitution are 
not by any means imaginary; as a psychiatrist 
said, one whiskered Russian looks so much like 
another whiskered Russian that substitution 
would be employed persistently, and they feel 
that the only plan is to have the examinations 
made at the port of landing. 

All of the foregoing is of intense interest to 
Canadians as the hue and cry of the politicians is 
for more immigration always qualified by the 
statement—of the right type. Who is to select 
the right type! There’s the rub. Surely not the 
steamship companies. Nor can it be done by the 
politicians whose knowledge of European types 
is generally nil; even many of the immigration 
officers are ill qualified for the task they are set 
out to accomplish. 

A careful study of the immigration of a hun- 
dred years ago is full of interest, and the failure 
of our democracy to retain many of our best 
people in Canada points to the fact that if we had 
lavished as much attention on the question of the 
prevention of the emigration of good types out 
of Canada, instead of scouring Europe for a host 
of the questionable kind to enter our country, 
Canada would have been a much greater nation 
than it is to-day. However, there are two sides 
to the question, and if we can only persuade our 
government to limit its importations to people 
from countries free from suspicion of the limita- 
tion of low intelligence, we may still save an 
awkward situation. It seems to be able to limit 
Asiatic immigration by a bold policy, why not 
extend it in other directions? However, this is a 
big subject. A day spent at Ellis Island is an 


CHANGES IN THE TEMPORAL BONES IN 
EXPERIMENTAL RICKETS.—In young rats which 
have been maintained on a diet low in fat-soluble vitamin 
A and in calcium, ARNOLD B. KAUFMAN, FRANCES 
CREEKMUR and Oscar T. ScHULTz, Chicago, found that 
there occur abnormalities of the osseous capsule of the 
internal ear which are identical with those changes in 
the long bones which are characteristic of experimental 
rickets. These alterations, since they occur in struc- 
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cbject lesson of intense interest to any Canadian 
who has pride of nationality and a desire for his 
country to occupy a high niche in the history of 
the world. C. K. Cuarxe, M.D. 
Toronto, March 1st, 1923. 


MOTOR POWER IN NOSE AND THROAT 
OPERATIONS 


To the Editor: 


I have found that by drilling a hole’in the 
manifold, (or intake) of a Ford ear, and 
attaching it to a suction apparatus good results 
can be obtained in nose and throat operations. 

The apparatus is simplicity itself, and has 
obvious advantages over the electrically oper- 
ated pumps, or the ones operated by a faucet 
of running water. 

(1) Many operations may be performed in 
houses where there is no current or running 
water. 

(2) The electrically operated pump takes 
only one kind of current, and so, is offen use- 
less even with a current. 

Into a hole bored and ‘‘tapped’’ into the 
manifold of a Ford car a %-inch or ¥%-inch 
‘net cock’’ with a nozzle long enough to take 
a piece of rubber tubing is screwed. To this 
is attached the tube which exhausts the air 
from the vacuum jar of the suction apparatus. 
In all other ways the apparatus is the same as 
those in ordinary use. 

It will go, and will work anywhere you can 
drive a car. Drive the car up to a window, 
pass the tube out of a window, open the pet 
cock, start the engine and the machine is in 
operation. 

The idea originated in observing wind-shield 
cleaners operated by the same force. 


Delhi, Ont. E. W. Zumsrern, M.D. 
Mareh 16th, 1923. 


tures concerned in the function of hearing, may result 
in an impairment of hearing. The analogies between the 
changes in the temporal bones in experimental rickets 
and the lesions which have been described in otosclerosis 


suggest that the latter condition may be a late result 
of rickets or a manifestation of a dietary deficiency still 
existent during adult life—Jour. Am. Med. Ass., March 
10, 1923. 








SIR THOMAS GEORGE RODDICK 
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SIR THOMAS GEORGE RODDICK, M.D., LL.D., F.R.C.S. (Eng.) 


I have been asked by several of his old 
colleagues to write a few appreciative lines on 
the late Sir Thomas Roddick, whose death, al- 
though not unexpected, when it came was a shock 
to his friends. I first knew him in 1869 when I 
entered medicine at McGill as a freshman. He 
was then Assistant House Surgeon to the Mon- 
treal General Hospital, Dr. George Ross being 
house surgeon, and Dr. T. Rodger, apothecary. 
This was then the whole resident staff of the 
hospital. Roddick had graduated the year before 
(1868) and was Holmes Gold Medalist. A short 
time later he was elected to the resident staff of the 
hospital. In these early days the house surgeons 
attended to all the out-door patients, and after 
the session was over I remained for three months 
to do work in the out-door department, and to 
follow Ross and Roddick in their visits to the 
wards: thus I learned from these two men more 
than I absorbed from the regular clinical teachers. 
It was the custom then for the House Surgeon 
to remain in the hospital for some years, in fact, 
until they had acquired sufficient outside prac- 
tice to take a house, drive a horse, and become 
one of the practitioners of the city with the pres- 
tige of the hospital behind them. When the 
attending physicians were on a holiday their 
house surgeons attended to their practice. Dr. 
Fraser, who was Professor of Physiology, used to 
hand over his practice to Dr. Roddick when he 
was away from town, and every morning after 
the out-door service was over a smart equipage 
(lrawn by two lively horses would pull up at the 
hospital gates and Dr. Roddick would jump in 
and drive off to see Dr. Fraser’s patients. This 
was an accepted custom. Also Dr. Fraser made 
use of his House Surgeon to exhibit to his class 
the circulation in the frog’s foot. The only 
microscope I saw at that time was the one used by 
Dr. Roddick on these occasions (and they were 
not frequent). We all took our turns to look 
through the microscope and see the wonders re- 
vealed, and were much impressed. 

A house surgeoncy in the hospital was a 
stepping stone to university appointments. When 
Ross left the hospital to become Professor of 
Clinical Medicine, Roddick took his place, and 
soon afterwards, in 1874, he, in his turn, was ap- 
pointed Demonstrator of Anatomy. He was the 
last house surgeon to obtain a college appoint- 


ment in this way. In 1875 he was appointed 
Professor of Clinical Surgery, and full surgeon 
to the hospital, succeeding Dr. George Fenwick, 
who became Professor of Surgery. 

From the first Roddick brought a new spirit 
into the teaching of bedside surgery, he became 
most skilful as an operator, and renowned as a 
teacher. He had a wonderful facility in diagnos- 
ing and treating fractures, and his bandaging was 
a work of art. His love for his work, genial man- 
ner, and innate kindness of heart endeared him 
to all the students. His simple and impressive 
methods of teaching made him very popular, and 
he never taught over the heads of the students. 
Knowledge oozed out from him to his class, and 
never smelt of the lamp. 

In 1877 he went to Edinburgh to study Lister’s 
methods, and after residing there for some months 
returned with all the apparatus necessary for the 
Listerial ‘‘ Ritual” as it was then called, viz., spray, 
prepared gauzes, green protective, rubber wrap- 
ping, etc. He it was then who first introduced the 
antiseptic methods of Lister into Montreal, and, 
I fancy, into Canada. It certainly revolution- 
ized the surgery of the General Hospital and 
banished erysipelas and hospital gangrene from 
the wards and reduced the mortality of opera- 
tions to a minimum. Dr. Roddick was actively 
connected with the General Hospital for twenty- 
five years, and in that hospital did the work 
which gained for him such a wide reputation 
as a teacher and surgeon. In 1893 he took ser- 
vice in the Royal Victoria Hospital, just about to 
be opened, and organized its surgical depart- 
ment, but did little work there, this falling to his 
colleague and assistant, Dr. James Bell. Rod- 
dick was not a prolific writer, but many articles 
by him can be found in the Canada Medical and 
Surgical Journal and its successor The Montreal 
Medical Journal, also in Volume I of the Montreal 
General Hospital Reports. One article especially 
on Antiseptic Surgery is historically interesting. 
He was one of the editors of the Montreal Medical 
Journal. Dr. Roddick was one of that band of 
brilliant young teachers, who, stimulated by 
Osler in the ’80’s, brought such distinction and 
reputation to the Faculty of Medicine of McGill 
University. I might mention among his col- 
Jeagues such men as George Ross, William Osler, 
F. Buller, William Gardner, and Richard Mac- 
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Donnell.. Among the older men of distinction 
at this time were Palmer Howard, George Fen- 
wick, and Robert Craik. Sir Thomas received 
many honours such as the LL.D. of Edinburgh, 
F.R.C.S. of England. He was offered the D.Sc. 
of Oxford, but was unable to attend the Convo- 
cation to receive it. He had held prominent 
positions, viz., President of the Montreal Medico- 
Chirurgical Society, the Canadian Medical Asso- 
ciation, Hon. President of the Medical Council 
of Canada, and last but not least, President of 
the British Medical Association, the first Cana- 
dian who received this honour. In 1896 he was 
elected for Montreal West to Parliament in the 
Conservative interest, and there promoted what 
was called the “Roddick Bill” after the passing 
of which the Government was enabled to appoint 
.the Medical Council of Canada whose diploma 
enabled a man to practise in any part of the 
Dominion of Canada, and also to register in 
Great Britain and be eligible for the Medical 
Services of the Army and Navy. For this great 
work he will be long remembered. During the 
Riel Rebellion he organized the medical depart- 
ment of the expedition, and was surgeon-in-chief 


to the army in the field. Roddick was essen- 


GLANDERS and rabies, two of the most horrible 
diseases that can affect man or beast, show what 
can be done by organized collaboration of the 
medical and the veterinary professions. Each 
is primarily a disease of animals, and comes to 
man only from them. Let the veterinary scien- 
tist eradicate glanders from his patients of the 
horse tribe, and rabies from the canine race, and 
neither of these diseases will appear in man. As 
evidence of this, the story of rabies in Great 
Britain is most instructive. Aided by their island 
location and adequate laws, the energetic watch- 
fulness of the veterinary officials of the ministry 
of agriculture kept Great Britain free from rabies 
for nearly twenty years; and until some thought- 
less person committed the stupid and criminal 
offense of surreptitiously smuggling a dog (which 
happened to be infected and in the incubative 
stage) into the country, the much dreaded di- 
sease existed in that country only in name. The 
first case was reported in the district of Plymouth 
about May, 1918, and in 1919 alcne 179 persons 


THE CANADIAN MEDICAL ASSOCIATION JOURNAL 


tially of a sociable disposition and had much 
personal magnetism; he was much beloved by 


his patients and exercised considerable influence 


in the profession especially among the younger 
members for he always kept young himself. In 
the ’80’s he, with eleven others, formed a Medica] 
Dining Club, which met once a month; he and 
Osler added much to the liveliness and enter- 
tainment of the Club. 

Sir Thomas deserves well of his country, he was 
a distinguished man, worked with his whole soul, 
not only for his hospital, university and city, 
but for all Canada. He was one of the founders 
of the Red Cross and Victorian Order in Montreal. 
He influenced many generations of medical stu- 
dents, and his name wil) not soon be forgotten by 
the medical - profession. He was Knighted in 
1914 for distinguished services to his country and 
to the medical profession. He was twice mar- 
ried, the present Lady Roddick being a daughter 
of the late J. J. Redpath, of Montreal. He had no 
issue. 

For the past few years he had been an invalid 
and spent his winters in the South. He was 
born in Harbour Grace, Newfoundland in 1846. 

Francis J. SHEPHERD 


were bitten by animals in the scheduled areas, 
forty-six of them by animals proved to, be rabid. 
It is a triumphant tribute to the memory of 
Pasteur that there have been no deaths in Eng- 
land from hydrophobia since his day. 

The record of glanders is not much less bril- 
liant. Twenty years ago, 2,370 horses were de- 
stroyed in Great Britain for glanders in one year, 
whereas in the first half of 1922 no case was re- 
ported. Not a single case of human infection 
from glanders was reported in the British atmy 
during the war, despite the great amount of con- 
tact between men and horses. The mallein test 
is entitled to a large part of the credit for virtually 
eliminating glanders as a human disease. The 
foregoing examples emphasize the importance 
of the development of the field of comparative 
pathology or, better, of comparative medicine, 
in order that all progress made in one branch of 
pathology may find its application in the other 
branches without fail and without undue delay. 
Jour. A.M.A., February 3rd, 1923. 
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Hbstracts from Current Literature 


MEDICINE 


Protein Feeding and High Blood Pressure. 
Strouse, S., and Kelman, S. R. Arch. Int 
Med., February, 1923, vol. 31, p. 151. 


In view of the contradictory statements in the 
literature regarding the effect of high protein 
diet in the presence of hypertension, the authors 
present intensive studies on eleven cases of hyper- 
tension, with or without nephritis, taken from the 
medical wards. The blood pressure was deter- 
mined twice daily and the average reading 
charted. The special diets which contained from 
40 to 150 grammes of protein were given for 
periods of from three to nineteen days, and in 
certain cases coffee and soup were added during 
the high protein periods. They report that while 
cases of essential hypertension have a tendency 
to show marked variations of pressure, still these 
variations show little relation to the protein in- 
take and the addition of soup and coffee fails to 
cause any noticeable change in the readings. 
So also in cases of frank nephritis, lowering of pro- 
tein intake sufficient to cause marked reduction 
of the non-protein nitrogen of the blood, did not 
cause any fall in the blood pressure. The re- 
sults are a direct confirmation of Mosenthal’s 
findings. D. S. Lewis 


The Carbon Dioxide and Oxygen Content of 
Stomach Gas in Normal Persons. Dunn, 
A. D., and Thompson, W. Arch. Int. Med., 
January, 1923, vol. 31, p. 1. 


Complaints of eructation of gas are of such 
common occurrence that the origin of the gas 
has aroused much speculation. It is generally 
accepted that, apart from air swallowed with the 
food and saliva, and by “air swallowers,” the 
chief sources of stomach gases are fermentation 
and putrefaction. Dunn and Thompson show 
that the normal stomach contains usually less 
than 50 c.c. of gas, and that this gas consists of 
carbon dioxide, oxygen and nitrogen, the carbon 
dioxide forming in the neighbourhood of 5.5 
per cent. of the total, and the oxygen about 17.5 
per cent. They also find if room air (CO2, 
0.04%: O2, 20.0%) be introduced into the 
stomach, and be withdrawn in one hour that it 


shows practically the same composition as gas 
ordinarily found in the normal stomach. In 
other words, carbon dioxide gradually passes 
through the gastric walls until the tension of 
this gas in the stomach approached that in the 
tissues and blood, while a corresponding but slower 
passage of oxygen occurs from the stomach to- 
wards the tissues, thus accounting for the low- 
ered oxygen and raised carbon dioxide content 
of the gas. In no case did incubation of the 
stomach contents after removal, give rise to 
gas, so that fermentation can play but a slight 
role in the accumulation of gases in the stomach. 

D. 8. Lewis 


Orthopnoea. Christie, C. D., and Beams, 
A. J. Arch. Int. Med., January, 1923, vol. 
31, p. 85. 


Many theories have been advanced to explain 
the greater ease which dyspnoeic patients experi- 
ence when in the sitting position as compared 
with that when lying down. It has been sug- 
gested that the upright posture allows of more 
efficient muscular activity or that the lower posi- 
tion of the abdominal viscera allows of a freer 
expiratory movement. Others have suggested 
that the sitting position in some way increases 
the size of the thoracic framework, and allows 
of a greater lung volume. Christie and Beams 
show by vital capacity measurements that in nor- 
mal individuals the volume of air expired is 5.5 
per cent. greater in the sitting than in the lying 
position in eighty per cent. of a large series, while 
in the remaining twenty per cent. the vital capa- 
city is not affected or is even higher in the lying 
than in the sitting posture. In pathological con- 
ditions orthopnoea may be divided into two 
classes “orthopnoea of choice” and “orthopnoea 
of necessity.”’ In the former the patient adopts 
this attitude by reason of greater comfort but 
can lie down if necessary, in the latter the orthop- 
noeic position is obligatory. In “orthopnoea 
of necessity” a sitting posture gives the necessary 
increase in vital capacity which is required to 
carry on the vital processes. This extra space 
represents the difference between the irreducible 
minimum and the level at which sufficient aera- 
tion of the blood is no longer possible. 

D. 8. Lewis 





286 


Toxic Manifestations Following the Alka- 
line Treatment of Peptic Ulcer. Herdt, 
L. L., and Rivers, A. B. Arch. Int. Med., 
February, 1923, vol. 31, p. 171. 


The Sippy regimen in the treatment of gastric 
ulcer is based in part on an attempt to neutralise 
the corrosive action of the gastric juice by the fre- 
quent administration of alkali powders. Herdt 
and Rivers at the Mayo Clinic report a series of 
cases in which this intensive treatment was 
followed by the development of a definite toxae- 
mia associated with very definite changes in 
renal function and in the acid-base equilibrium 
of the bleod. Clinical evidences of this toxaemia 
usually appeared during the second or third week 
of the treatment, the most characteristic symp- 
toms being intense distaste for the diet, and es- 
pecially for the powders, nausea, vomiting, verti- 
go, general malaise, and increasing prostration. 
Associated with these, they report a slowing of 
the respiratory rate, a quickening of the pulse, 
and sweating. With a stoppage of the alkali 
and increased diet the symptoms disappeared. 
Chemical studies of the blood in these cases 
showed a marked impairment of renal function 
with marked rise of the blood urea and creatinin, 
and an increased alkali reserve of the blocd. 
They found evidences of this kidney damage cn 
examination of the urine, casts and albumen being 
present where the urine had previously been free 
or markedly increased, where nephritis had been 
present at the initiation of treatment. They 
suggest that nephritics are more likely to develop 
this toxaemia than are these with undamaged 
kidneys. No definite relation between any par- 
ticular metallic ion and the toxaemia could be 
identified. D. 8. Lewis 


Alimentary Leukocytosis in Fighty Normal 
Men. Feinblatt, Henry M. Jour. Amer. 
Med. Assoc., March 3rd, 1923. 


In 1920, Widal, Abrami, and Iancovesco stated 
that a leucopenia following a standard protein 
meal was a delicate test for hepatic insufficiency. 
Their work was based upon centrol tests of eleven 
normal persons and sixteen patients in whom the 
liver was intact. This leucopenia, or crise 
hémoclasique, occurs if commercial peptone is 
injected into the blood stream of a normal dog. 
The leucopenia is accompanied by a fall in blood 
pressure, an increase in the coaguability of the 
blood, and a change in the refractive index of the 
serum, but the change in the leucocyte count 
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is the mcst readily determined by a clinical test 
of these phenomena. In the dog after a heavy 
protein meal, proteose and peptone cannot be 
detected by a chemical test either in the portal 
vein or general circulation. By a_ biological 
reaction Widal was able to detect these sub- 
stances in the blood of the portal vein, but not in 
the portal vein of an unfed dog. By making an 
anastomosis between the portal vein and the 
inferior vena cava a typical crise hémoclasique 
was brought about, but was absent in an unfed 
dog similarly treated. Therefore, the products 
of digestion, if they are unaltered by the liver, 
cause a leucopenia; this result was also obtained 
by injecting 40 c.c. of blood from the portal vein 
(taken after a protein meal) into the saphenous 
vein. Roch and Gautier, in 1922, achieved the 
same result by introducing ascitic fluid (a portal 
transudate), from a patient with Laennec’s cirrho- 
sis, into the general circulation, whereupon the 
number of leucocytes fell from 10,540 to 6,200. 
The test has not obtained general confirma- 
tion. To establish the curve of normal leucocy- 
tosis after the ingestion of protein and to serve as 
a control for further work, Feinblatt has made the 
test on eighty healthy students. Five hours 
after the last meal a glass of milk is given and the 
leucocytes are counted; subsequent counts being 
made at half-hourly intervals. The curves ob- 
tained were so uniform that Feinblatt believes 
that his composite curve (constructed from all 
his results) gives the normal response to Widal’s 
test of liver function. The average count im- 
mediately after taking the glass of milk was 
7,379; a half an hour later it rose to 8,856; an hour 
later it was 9,762; after an hour and a half, 
9,779; and two hours after the meal the average 
count was 9,191. The minimal rise in the num- 
ber of leucocytes was about 700 and the maximal 
about 6,000. ARCHIBALD MALLOCH 


PEDIATRICS 


Vulvovaginitis. Steen, I. F. Surg. Gyn. and 
Obst., January, 1923. 


Vulvovaginitis is an infection which frequently 
is gonorrhoeal in origin, but may, even in puru- 
lent varieties, be non-specific. Filth predis- 
poses to the infection and may be the chief cause 
in milder cases. Diagnosis rests upon clinical 
evidence of the disease and smear examination 
made by an expert. Cultures are positive ‘in 
only about fifty per cent. of gonorrhoeal cases, 
and are therefore not requisite. Given a case 











presenting the clinical picture of vulvovaginitis, 
and a smear presenting many pus cells, with 
diplococci having the typical gonococcal mor- 
phology, which are intracellular and gram- 
me—negative, a positive diagnosis can be made. 
Purulent cases should be vigorously treated. 
The best results are obtained by daily injections 
into the vagina of an ointment of one per cent. 
mercurochrome-220 in equal parts of lanolin and 
vaseline. A daily tub bath is an aid to local treat- 
ment and in mild non-gonorrhoeal cases is all 
that is required for cure. Determination of 
cure rests upon the disappearance of clinical evi- 
dence of the infection, three negative smears. at 
intervals of one week after suspending treatment 
and a period of observation equal in time to the 
duration of the treatment. According to Treu- 
mith the average course of vulvovaginitis is 
four and one-half months. By the method 
recommended above an apparent cure was ob- 
tained in seven weeks—less than one-half the 
time. No complications were encountered. 
L. M. Linpsay 


The Action of Carbon Tetrachloride on the 
Liver. Doderty, J. F., and Burgess, E. 
Brit. Med. Jour., November 11th, 1922. 


In view of the report by Dr. W. G. Smillie and 
Dr. S. Pessoa to the effect that carbon tetra- 
chloride in small doses produced a definite fatty 
degeneration of the liver and kidneys it was 
deemed advisable before advising the use of the 
drug as a vermifuge to ascertain whether a maxi- 
mum dose of 5 ¢.c.m. was followed by these un- 
toward effects. The drug was given with their 
personal consent to three prisoners condemned to 
die. It was given on an empty stomach followed 
by a meal of rice and later on by a saline purge. 
At the autopsy granular degeneration of the liver 
cells was found in each case, with cloudy swelling 
of the proximal tubes in the kidneys of one per- 
son. On this aecount it seems inadvisable to 
prescribe the drug in doses as large as 5 c¢.¢.m. 
even when followed promptly by purgation. A 
safe maximum dose seems to be 3 c¢.c.m. since 
that amount has been given to a number of pa- 
tients in Ceylon without producing any feeling 
of discomfort. As a vermifuge it seems to be 
effectual for the removal of both the round worm 
and thread worms, but is of less value in the 
treatment of other forms of intestinal parasites. 


Carbon Tetrachlorid in the Treatment of 
Hookworm Disease. Lambert,S. M. Jour. 


A.M.A., December 16th, 1922. 
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The Bureau of Ankylostomiasis «f the Medical 

Department of the Colony of Fiji undertook to 
study the value of carbon tetrachlorid in the 
treatment of hookworm disease in human beings, 
and, during the period from February 14th to 
May 30th, 1922, administered the drug to more 
than 20,000 persons, the percentage of drug 
efficiency having been first established. The 
20,000 treated persons were composed of 1000 
Europeans, 6,500 Indians and 13,000 Fijians. 
Original examination with the microscope _re- 
vealed an infestation rate of eighty-nine per cent. 
among the Fijians and of ninety-three per cent. 
among the Indians. To date, reexamination 
has been made of 823 persons in this district, of 
whom seventy-two were found to be still infested. 
In the opinion of 8. M. Lambert, this indicates 
that the single treatment method has reduced 
what was originally a 100 per cent. infestation 
to an infestation of less than nine per cent. The 
cost of each treatment was found to be fourpence 
halfpenny. The dose given was 0.2 cc. (3 
minims) to the year of age, up to the age of fifteen, 
when the adult dose of from 3 to 4 c.c. (from 45 to 
60 minims) is reached. The maximum dose de- 
pends on the size of the adult. Carbon tetra- 
chlorid, in the dosage given, is not so effective 
a vermifuge as oil of chenopodium for removing 
Ascaris, only forty per cent. of them being re- 
moved by the Fijian tests. The drug occasionally 
removes T'richocephalus dispar in small numbers. 
but it does not cure the disease. It seems, how- 
ever, to remove Oxyuris vermicularis in large 
numbers. By no means the least valuable 
feature of carbon tetrachlorid treatment is the 
fact that, with it, it is easy to secure individual 
and public cooperation, as there is much less 
opposition to a campaign in which this drug is 
used than to one employing chenopodium or 
thymol. Rarely is there a refusal to take treat- 
ment. The dispensary in Suva, in response to 
public demand for treatment, opened two months 
before it had been planned to begin work in that 
district. In this preliminary period, 2,000 per- 
sons were treated at their own solicitation. 


SURGERY 


Teratomas and Their Relation to Age. 
Hinwich, H. E. Jour. Cancer Res., October, 
1921, vol. 6, p. 261. 


A series of 975 cases were studied to ascertain 
their relationship to age. Growths of tridermal 
and bidermal origin only were considered. In 
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addition, with the initial symptom as a guide, 
special efforts were made to establish the age of 
beginning development. In cases where this 
was not possible, the ages at operation or at death 
were taken as the closest approximation. Though 
there was considerable variation year by year, it 
was found possible to plot a definite curve. 

Frem fertilization to the age of five there is an 
early rise to maximum. The curve then falls, 
and maintains a low point between five and eleven 
There then occurs a gradual rise which reaches its 
maximum between twenty-three and twenty- 
nine years. From that age there is a gradual 
fall, which ends at seventy-one years. Eighty- 
seven per cent. of teratomas occur before forty- 
one, and ninety-five per cent. before fifty-three. 
Since most congenital teratomas have no power 
of postnatal growth, the figures would then indi- 
cate that teratomas, capable of growth, most fre- 
quently develop between the ages of twenty- 
three and twenty-nine. 

Teratomas are tridermal embryonal rests in 
which growth is potential. Growth of the indi- 
vidual retards cr inhibits that of the teratoma. 
The potentiality of growth in the embryonal 
rest presents itself in two different phases: (1) 
Prenatal development, which continues until ar- 
rested by the excessive growth of the host. (2) 
Postnatal, or true potential growth which may 
persist until the growth of the host slows down or 
ceases, at which time it may actively develop. 
If prenatal inhibition occurs early, the embryonal 
rest will be small and less differentiated, but will 
be endowed with greater potential growth. If 
on the other hand, an embryonic rest attains 
a definite intra-uterine development, a large rest 
will result with little or no capacity for spon- 
taneous growth. Teratomas of highest potential 
growth, which commence their development be- 
fore that of their host has ceased, are not neces- 
sarily the most malignant because the growth of 
the host still presents inhibitory qualities. Most 
teratomas, however, possess a low potential 
growth and therefore do not develop until growth 
of the host ceases, at the ages between twenty- 
three and twenty-nine. 

When trauma inaugurates growth, teratomas 
are more frequently malignant than those which 
proliferate by their potential growth alone, and 
are more frequently monodermal in character. 
If the inclusion remains undifferentiated, the cell 
is embryonic in type. If an injury occurs to an 
inclusion which has partially developed, the type 
of cell in many instances resembles that of ac- 
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quired cancer. Since the age incidence of car- 
cinoma testis presents a curve with rises and falls 
similar to that of teratoma testis and does not 
resemble that of senile cancer, there is a strong 
argument in favour of the theory that carcinoma 
testis is a one-sided teratoma. Similar tumours 
of the ovary have also in all probability a tera- 
tomatous origin. 

Again, inhibition of the host in elderly people is 
negligible. Trauma occurring at that time of 
life may readily cause excessive growth in a 
teratoma. Thus, loss of growth restraint seems 
to be an important etiological factor in congenital 
inclusions and may also apply to acquired cancer 

H. MaitLtanp YouNce 


A Contribution to Blood-Vessel Surgery. 
Gunshot Wound of the Common Femoral 
Artery. Successful End-to-End Anasto- 
mosis. Ellars, L. Ray. Inter. Jour. Surg., 
October, 1922, vol. 35, p. 344. 


The clinical and experimental progress of 
blood-vessel surgery as well as the improvement 
in operative technique are historically described. 
Vasal suture should not be attempted (1) in the 
presence of infection, (2) when excessive tension 
between vessel ends would tend to produce de- 
struction of a considerable segment, (3) if pro- 
longed operation is dangerous, (4) if damage to 
the vessel is too extensive, (5) if the injured vessel 
cannot be safely reached (6) in the presence of 
marked arterio-sclerosis, (7) military “field sur- 
gery.” 

A revolver shot entered the midline of the 
thigh of a man twenty-two years old. The wound 
was 2.5 inches below Poupart’s ligament. The 
bullet lodged beneath the skin just above the 
ischial tuberosity. He was confined to bed for 
three weeks but, while walking during convales- 
cence, he suffered constant pain in the upper part 
of the thigh. A tumour developed which gradu- 
ally enlarged and possessed a purring thrill and 
expansile pulsation. In hospital, the leg was 
found to be swollen, cold and pallid. The veins 
of the leg appeared empty and no arterial pulsa- 
tion could be felt below the level of the tumour. 
Operation was performed 217 days later and the 
right external iliac artery was compressed by 
rubbered clamps through the abdominal route. 
The artery was double the size of the one on the 
left. Exploring the wound in the thigh, the deep 
femoral artery was found completely severed near 
its bifurcation and in addition the common 
femoral divided through three-fourths of its dia- 
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meter. The deep artery was ligated. Division 
of the common femoral artery was completed and 
two serrefines were applied one and one-half 
inches above and below. The adventitia was 
drawn over the end of each, trimmed evenly, and 
the wound flooded with oil. By the aid of three 
guy sutures which gave the vessel a triangular 
shape, the broad surfaces were sutured by a 
harness-maker’s stitch with No. 00000 silk. 
The anastomosis was reinforced by a band of 
fascia lata. Complete recovery followed. 

The second case was one of gunshot wound in 
the midline of the thigh half an inch below Pou- 
part’s ligament. The patient was in shock and 
the affected extremity was pulseless. The com- 
mon femoral artery, at operation, was found al- 
most wholly severed. By a similar procedure an 
end-to-end anastomosis was attempted but when 
the clamp was removed from the external iliac 
artery the suture-line would not hold and liga- 
tion was necessary. Treated expectantly, dry 
gangrene of the plantar surface of three toes 
followed together with ischemic myositis of the 
calf muscles and toe-drop. Tenotomy of the 
tendo achillis however, enabled the patient to 
walk comfortably. H. Marrutanp YouNG 


The Results of Palliative Trephining in 
Brain Pressure. Anschutz, Deutsch. Med. 
Wehnschr. Leipsic, October 20th, 1922, vol. 
48, p. 1,406. 


When symptoms of brain pressure are present, 
lumbar puncture and internal treatment having 
failed to bring the desired results, palliative 
trephining is indicated, provided, of course, that a 
radical operation is out of the question. Harvey 
Cushing’s subtemporal decompression is the 
operation of choice. The author describes a 
modification of this procedure designed to pre- 
vent brain hernia. He inserts muscle sutures 
before opening the dura and ties them immediate- 
ly afterward. The trephining is done on both 
sides except when discretion decrees otherwise. 

Fifty cases of palliative trephining were ob- 
served for a long time following operation. 
Syphilis was the cause of brain pressure in two 
cases, tumour in seven (confirmed by necropsy) 
undetermined twenty-one (one negative finding at 
post mortem). Clinically the cases are grouped 
according to the degree of cerebro-spinal pressure. 

The results of the operation were judged by 
the preservation of life and sight. The fearful 
headache, vomiting and dizziness, as a rule 
vanished much more rapidly than the choked 
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disc. This enabled the patient to partially re- 
sume his work much more promptly, and added 
much to his own comfort. In cases with very 
high cerebro-spinal pressures and prolonged 
coma, the operative risk was great. Slight im- 
provement only was obtained in rapidly growing 
malignant tumours. In tumours of slower de- 
velopment, the procedure prolonged life and re- 
tarded blindness. The best results were ob- 
tained in a group composed of benign or malig- 
nant processes whose development was quiescent 
or retrograde. In these, early and timely tre- 
phining saved life, preserved and even partially 
regained vision and the patients were able to 
resume at least part of their daily routine. 

H. Marritanp Youne 


ANAESTHETICS 


Acetonitrile Test for Thyroid and of Some 
Alterations of Metabolism. Reid, Hunt. 
Am. Jour. of Physiol., January, 1923, vol. 63, 
No. 2. 


The test depends on the marked and specifically 
increased resistance of mice to acetonitrile (methyl 
cyanide) when they have been treated with thy- 
roid. In other animals the resistance is lowered. 
In the toxicity of methyl cyanide there are two 
actions; the immediate is narcotic and due to the 
methyl group, the later action is due to the libera- 
tion of hydrocyanic acid. This dissociation is 
brought about by hydrolysis and oxidation. Any 
increase in oxidation processes is accompanied 
by decreased resistance to acetonitrile in all ani- 
mals with the one exception of mice which have 
had their basal metabolism raised by thyroid only. 

To ensure reliable results many factors of 
control must be observed but the most particular 
of these is that of the diet. A full discussion of 
this is given and it is pointed out that mice in one 
batch may be made forty times more resistant 
than in another batch by changing the diet. The 
practical applications of the test are as follows: 
(1) To detect minute amounts of thyroid; (2) 
To determine the relation between physiological 
activity and iodine content; (3) To study the 
iodization of the thyroid in vivo; (4) And to com- 
pare the physiological activity of the thyroids of 
various animals and of various derivatives of 
thyroid and other iodine compounds. 

He reviews the previous work on the subject 
and gives an exhaustive account of his methods. 
Applying this test to thyroxin he shows that this 
has the same qualitative action as thyroid and 
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that its quantitative action is much greater 
than any other iodine-containing substance except 
thyroid which latter is one and one-half times as 
active as thyroxin. The reason for this is not 
yet known. He finds that blood from cases of 
hyperthyroidism protects mice markedly against 
acetonitrile. WESLEY BOURNE 


Ct oosing Anaesthesia for General Surgery. 
Hayes. J. M. Minnesota Medicine, January 
1923, p. 29. 

This paper commences with an indictment of 
general anaesthesia. Where possible the writer 
thinks local or regional anaesthesia should be 
used. Special skill is required in giving and 
operating under these methods. 

Regional anaesthesia includes lumbar, sacral, 
paravertebral and splanchnic anaesthesia. 

Deaths have occurred under paravertebral 
anaesthesia for goitre and under high sacral 
anaesthesia. Some of the deaths were due to 
faulty technique. 

Posterior splanchnic anaesthesia, as developed 
by Kappes and others, is very satisfactory, if 
properly administered, in resections of the 
stomach or intestine, gastro-enterostomies, splen- 
ectomies. Considerable damage may be done 
by the inexperienced or by those who have not a 
thorough knowledge of the anatomy of the area. 
After explaining the technique the writer re- 
marks that the method requires considerable 
practice and that at times the most skilful will 
fail to get good results. 

Paravertebral anaesthesia is difficult, but when 
successfully administered is one of the safest and 
most satisfactory of methods. The technique 
of this and of sacral anaesthesia are explained, 
as is that of the spinal method. 

The patient’s tolerance of novocaine should be 
tested before operation, as some patients have an 
idiosynecracy for it. W. B. Howe.u 


A Technique of Spinal Anaesthesia for 
Laparotomy. Lane, S. A. Lancet, Janu- 
ary 20th, 1923, p. 129. 


The patient is not told the hour of operation. 
He is placed on a wheeled stretcher and put in a 
quiet room. Hyoscine gr. 1/100, morphia gr. 
1/6, and atropine gr. 1/150 are given hypo- 
dermically and the paticnt is encouraged to sleep. 
Ten minutes before operation, if the patient is 
not asleep or drowsy a further hypodermic of 
hyoscine gr. 1/450 is given. Smoked glasses are 
put on and the ears are plugged with cotton wool 
before the patient is wheeled into the operating 
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room. The injection is given in the sitting pos- 
ture and the patient is then lowered into the 
Trendelenburg position. The table is levelled, 
if the operation requires it, as soon as the anaes- 
thesia has reached the costal margin. Should 
there be straining, a return of sensation, or if the 
patient wakes up, a general anaesthetic is given 
in addition. Warmed ether given with Ship- 
way’s apparatus is used. 

The following points are emphasized by the 
writer. By using this method there is much less 
anxiety beforehand. Some of the patients are 
unaware that an operation has been done. There 
is no headache afterward and no post-anaesthetic 
vomiting. In critical cases there need be no un- 
due haste to “save the anaesthetic” as one can 
rely on forty-five minutes anaesthesia. The 
prognosis is improved. The patient can take 
water or glucose by the mouth after operation 
instead of rectal salines. The special solution 
used by the writer is stovaine and glucose five 
per cent. In adults the dose used is 2 c.c. 

W. B. Howe.u 


Studies in Experimental Traumatic Shock 
VI. The Action of Ether on the Circula- 
tion in Traumatic Shock. Cattell, McKeen. 
Arch. of Surg., January, 1923, p. 41. 


Ether properly administered to normal sub- 
jects, causes at first a slight rise in blood pressure 
or no change at all. The blood pressure is main- 
tained during operation at a uniform level or else 
there is a slight fall. Chloroform causes a definite 
fall. 

During shock the circulatory system is very 

sensitive to ether. Blood pressure falls and 
collapse may occur. 
* In normal cats there is usually a sharp primary 
fall of blood pressure, at the beginning of inhala- 
tion, which is usually though not always followed 
by a gradual recovery as anaesthesia deepens and 
the eye reflex disappears. If the administration 
is pressed beyond a certain point, a second fall 
takes place and this may shortly be followed by 
death. In some cats there is a continuous fall 
of blood pressure from the beginning, so that 
ether has to be discontinued before deep anaes- 
thesia is obtained. This occurs constantly in 
shocked animals, and is, with them, a sign of in- 
creased sensitiveness to ether. 

With nitrous oxide and oxygen on the other 
hand, it is possible to induce, in shocked animals, 
a full degree of anaesthesia, without any further 
fall in blood pressure. This is true only when the 
mixture is administered with a large proportion 
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of oxygen (one part of oxygen to three or four 
parts of nitrous oxide.) Experimental evidence 
suggests that the preliminary fall of blood pres- 
sure is due to a relaxation of the tone of the heart 
muscle. This becomes greater as anaesthesia 
deepens. There is no dilatation of the blood 
vessels at this stage. There may even be con- 
striction. The vagus modifies to some extent, 
the changes in blood pressure resulting from the 
administration of ether. Animals with cut vagi, 
or those which are under the influence of atropine, 
can stand more ether than when the vagi are in- 
tact. 

Epinephrin injected into the circulation also 
causes a marked loss of sensitiveness to ether. 
This is probably due to its action on the heart. 

The effect of ether on the blood vessels in 
ordinary anaesthesia is to cause vasoconstric- 
tion, either by reflex stimulation of the vasomotor 
centre brought about by the fall of blood pressure, 
due to the lessened heart action, or to direct 
stimulation of the centre by ether. 

In shock, the fact that the primary fall of blood 
pressure is no longer followed by recovery, sug- 
gests that the normal functioning of the vaso- 


motor centre has been impaired and that there 
is no compensation for the decreased activity of 


the heart. Possibly the peripheral vessels are 
already so constricted that no further contrac- 
tion can take place. Anything which interferes 
with the circulation so as to produce a low blood 
pressure for a period of an hour or more will 
cause increased sensitiveness to ether. The same 
effect is obtained by injecting acid into the circu- 


The following lines were written by Dr. R. F. Rooney, 
graduate of McGill University, who commenced the prac- 
tice of medicine in 1866, and is now settled in Auburn, 
California. In an address delivered in Coronado, he 
refers to the years of his medical life as having been 
epochal and covering the great majority of the wonderful 
discoveries and advances in medicine and surgery, an age 
also prolific-in fads and cults. He ended an excellent ad- 
dress by the following verses written by himself, and read 
before a few confréres at a dinner in Coronado. 


THE OLD PRACTITIONER 


The old Doctor’s getting older every year. 

We watch his failing powers, year by year. 

His step is growing slower; 

His head is bowing lower, 

And we note his lessening vigour, year by year. 


His eyes are growing dimmer, year by year. 
= legs are getting slimmer, year by year. 
He has a tremble in his voice, 
And his breath it makes more noise, 
As he toddles down life’s pathway, year by year. 


If you think he is down and whining, with his years, 
You’ve got another think a-coming, for this year. 
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lation and as a result of haemorrhage. Probably 
the low pressure causes deficient oxidation of the 
tissues with consequent depression of the nervous 
centres. W. B. Hower. 


The Effect of Anaesthetics on the Lungs. 
McDowell, R. J.S. B.M.J., January 13th, 1923. 


The author makes a preliminary report of an 
investigation of the extent of the impairment of 
the functional activity of the lung tissue by 
anaesthesia. Distinction is drawn between the 
mere irritant action of the vapours and the more 
sericus effects on the lung tissue. He considers 
that in the past the function of the bronchial 
muscles has been neglected and that our limited 
knowledge of the physiology of the pulmonary 
circulation is largely due to the experimental 
difficulty involved. He has shown that the effect 
of drugs on the pulmonary circulation is lessened 
in direct proportion to the depths of anaesthesia 
and gives some results which show that there is 
an actual death of tissue in the lungs after ex- 
posure to anaesthetics. 

He claims to have demonstrated that the action 
of epinephrine on the bronchioles may be pre- 
vented by deep anaesthesia and in this connec- 
tion quotes Brodie and Dixon on the inhibition 
of vagus constriction of the bronchioles in pro- 
found narcosis. This causes increased exposure 
of the alveoli. It is urged that deep or prolonged 
anaesthesia with ether and especially with chloro- 
form should be avoided and that narcotics should 
be more extensively used to supplement them. 

WESLEY BouRNE 


For he’s just as good at poker, 
And the same old jolly joker; 
He’s a fighter from away back, through the years. 


His mind is, maybe, duller, year by year. 
But his experience is fuller, every year. 

In his finger-ends an eye, 

That your inner ills can spy, 

And he makes better diagnoses, every year. 


When the young men make their blunders, all the years, 
The old cock stands by and wonders year by year, 

At the things they think they know, 

That so surely are not so, 

And knows that they'll grow wiser with each year. 


So he’s growing old and older, every year. 

He sees his finish nearer, every year. 

Gray hairs are getting thicker 

Has less capacity for liquor, 

And he’s worse and worse a kicker, every year. 


In his every fault we love him— through th> years 
There are none that rank above him, in the years. 
Soon the Lord will call upon him, 

With his good and bad traits on him, 

And he’ll go to join his fathers for ali the years. 
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Rews Ftems 


GENERAL NEWS 


Sir Alfred Yarrow, who is famous as a pioneer in the 
design and construction of high-speed vessels and head 
of the well known shipping firm on the Clyde, has just 
made a splendid gift of £100,000 to the Royal Society to be 
used in promoting scientific research. The terms of the 
gift, conveyed in a letter to Sir Charles Sherrington, 
President of the Royal Society are not rigid, and it is 
seen that the donor appreciates the fact that conditions 
may change in the future. The fund is to be administered 
for the Society “by the best ee from time to time 
available,” care is to be taken that a gift from a fund shall 
never lessen any Government grant, and rules for the 
guidance of the committee appointed to administer the 
fund shall be reconsidered by the Council of the Society 
every tenth year to meet needs of future years as they be- 
come apparent. Sir Alfred Yarrow writes, “I should 
prefer that the money be used to aid scientific workers by 
adequate payment, and by the supply of apparatus or 
other facilities, rather than to erect costly buildings, be- 
cause large sums of money are sometimes spent on build- 
ings without adequate endowment, and the investigators 
are embarrassed y financial anxieties.’”’ In closing the 
letter he states his “firm conviction that a patriotic citizen 
cannot give money or leave it at his death, to better ad- 
vantage than towards the development of science.’ 
Sir Alfred Yarrow has already provided the National 
Physical Laboratory with funds for the erection of its 
ship-model tank and only the other day established at 
Cambridge a studentship in Assyriology in memory of 
one of his sons killed in the war. It is our fond hope that 
some of the rich citizens of Canada may soon follow the 
lead of Sir Alfred Yarrow in donating funds to promote and 
make possible scientific investigations. 


The thirty-aixth Congress of the French Society of 
Ophthalmology will take place at Strassburg on Monday, 
June 11th and the following da A report on the subject 
of conjunctival medication will be presented by Dr. Van 
Lint (of Brussels). On account of the Pasteur Centennial 
celebrations, the French Railway authorities will give a 
reduction of fifty per cent. (on railway charges) to Mem- 
bers of the Congress. Visits to the Hospitals, to the 
Hygiene Exhibit and Excursions to Calmar, in the Vosges, 
and to Saint Odile, will be organized to start on Saturday 
June 9th. Details of the programme will be published 
later. For further information address Dr. René Onfray, 
secretaire general de la Société Francaise d’Ophthalmolo- 
gie, 6 Avenue de la Motte, Picquet, Paris VII. 


On the necessity for Periodic Health Examination in 
Industry was the subject of a lecture delivered by Dr. 
Haven R. Emerson, professor of public health administra- 
tion, Columbia University, in the Windsor Hotel before a 
large gathering of business and professional men. Infant 
mortality is a problem facing physicians. Some have 
been under the presumption that protection of healthy 
children is the solution. In disagreeing, the speaker 
pointed to the fact that infants’ diseases have been cured 
without much difficulty. The care of mothers before and 
after child birth is one of the great factors in the solving 
of the mortality, he went on. The lack of sanitary build- 
ings has given rise to investigation by medical authorities. 
The work so far in its infancy has brought out many 
matters that have been hidden. No group of people in 
any community can be found to be perfectly sound. It 
is the previously undetected troubles that are the main 
cause for the agitation for examination. That examina- 
tion is areal one. Still another phase of the examination, 
that is when trouble has been found, is the study of the 


individual’s work; the analysis of his “daily routine.’’ 
Is he or she suited to that work? Is there any other work 
that he or she could do that would be better for self and 
better for employers? How can the environment be im- 

roved? What would the influence of that improvement 

ring? Examination, he said, has induced people to act 
according to the programme prescribed for cure and pre- 
vention. ‘The employer that should be called upon to 
prescribe such examinations for his people is a governor. 
The question is a vital one requiring the support of all 
right thinking men and women,” he said in conclusion. 
Dean Armstrong of the McGill Medical Faculty presided. 


Plant Sanitation of Cash Value to Whole Community.— 
The direct value in dollars and cents accruing to em- 
ployers and industrial organizations from the mainten- 
ance of the strictest sanitation in their plants, was the 
principle theme of the address by Dr. George C. Whipple, 
Professor of Sanitary Engineering at Harvard University, 
before a gathering of business men of the city. Professor 
Whipple described en passant the work done at Harvard 
University, where their department of Public Health was 
turning out a class of specially trained doctors, destined 
to care for the hygiene of the workers in big industrial 
establishments; the engineering school was also turning 
out an equally capable body of sanitary engineers and sani 
tary chemists, trained to bring to bear their special know- 
ledge of the principles of chemistry and engineering re- 
spectively on the problems of public health and sanita- 
tion as applied to masses of workers in large industrial 
establishments. Lack of satisfactory sanitary conditions 
influenced the health and morale of the workers, the doc- 
tor said, and in this way ultimately influence the cost of 
running the plant, by its effect on absenteeism and on 
turnover. By the latter term was meant, the frequency 
with which men left their work and had to be replaced by 
others. There was also the reduction of injury and the 
increase in the efficiency of labour. 


Victor Horsley Memorial Lecture.—It will be remem- 
bered that.a committee was formed in 1900 by the friends 
and colleagues of Sir Victor Horsley to take steps to com- 
memorate his services to science by the foundation of a 
lectureship or scholarship bearing his name. The tragic 
circumstances of his untimely death while on service with 
the army in Mesopotamia, on July 16th, 1916, are still 
fresh in memory. He was a pioneer in the research work 
connected with the surgery of the brain and nervous sys- 
tem, and brilliantly applied his own observations to the 
alleviation of conditions due to lesions of the brain and 
spinal cord, especially those produced by tumours and 
trauma. He was also one of the earliest to study the re- 
lation of the thyroid gland to myxoedema, and his investi- 
gations of rabies were of the utmost value as proving the 
eer of stamping out the disease in Great Britain. 

ubscriptions were received by the committee from all over 
the world, and a sum of over £1,000 was collected. The 
committee, over which Sir Charles Ballance, K.C.M.G., 
F.R.CS., presided, and of which Sir Frederick Mott, M.D., 
F.R.S., was treasurer, resolved that the sum should be 
invested in the name of a board of trustees, who should 
triennially oe a person to deliver a lecture in London 
under the title of the Victor Horsley Memorial Lecture. 
We are now informed by Mr. Edward Domville, who was 
one of the secretaries of the committee that Sir Edward 
erp ired Schafer, Professor of Physiology in the University 
of Edinburgh, has accepted the invitation of the trustees 
to be the first lecturer, and that the lecture will probably 
be delivered in the autumn. 
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NOVA SCOTIA 


During the month Dr. Mallory, of Toronto, examined 
into the details of the pre-school age dental clinic prior to 
moving from Canada to London, England. 


Dr. J. G. MacDougall, of Halifax, Dr. Ross Miller, of 
Amherst, and Dr. I. M. Lovitt, of Yarmouth, joined the 
delegation of Fellows of the American College of Surgeons 
for a seven weeks’ trip to South America, sailing from New 
York City on February 10th. 


Nova Scotia physicians have long taken an active part 
in public life. Dr. E. DuVernet, of Digby, Dr. C. S. 
Marshail, of Bridgewater, and Dr. G. W. Whitman, of 
Stellarton, are following in the footsteps of their predeces- 
sors, and each have been selected for mayoralty in their 
respective towns. Each of these physicians at some time 
—, as Medical Health Officer of the town in which he 
resided, 


Dr. H. G. Grant, who has been conducting a clinic 
in the tuberculosis service of Health Centre No. 1 since 
November, 1920, has withdrawn from service in order to 
devote his time to private practice and teaching at the 
University. Dr. Grant was succeeded on the first of 
March by Dr. 8. H. Keshen, formerly anaesthetist at the 
Health Centre. 


The Executive Officer of the Massachusetts- Halifax 
Health Commission has been utilizing the statistics of 
Halifax for the year ending September 30th, 1922, as a 
graphic lesson to the public. Charts, graphs, and figures 
showing the decline in infant death rate and general death 
rate were used in talks before the Progressive Club, the 
Life Underwriters, the American Legion, and at the an- 
nual meeting of the V.O.N. in Dartmouth, as well as in an 
article in the lay press. By FoR: 


Mrs. Sylvia Pankhurst, who has been doing work in 
several campaigns for lessening the prevalence of venereal 
isease in various sections of Canada, will spend the week, 
beginning April 8th, in the Province of Nova Scotia. 
Mass meetings will be held in at least two places in the city 
of Halifax on Sunday, the 8th. Further public meetings 
will be held on the 9th and 10th, after which Mrs. Pank- 
hurst will visit various places in the province, and ad- 
dress meetings along the same lines. 


We have received a statement regarding the course 
in Public Health nursing, to be established in Dalhousie 
University, for the purpose of preparing graduate trained 
nurses for the rapidly developing field of public health 
nurse. The University is fortunate in having the full 
co-operation of the Provincial Department of Health, the 
Nova Scotia Red Cross Society, the Massachusetts- 
Halifax Health Commission, the Public School authori- 
ties and the Victorian Order of Nurses, to assist in develop- 
ing this most important course. Diplomas will be given 
upon the completion of the course, to all candidates who 
are successful in the examination to be held at the close 
of the course. 


Health Centre activities of the Massachusetts-Hali- 
fax Health Commission continue to interest the public 
of Halifax and Dartmouth. For February, 3,374 home 
instructional visits were made by public health nurses and 
visiting house-keepers to a total of more than twenty- 
one hundred homes. Nearly a thousand of these families 
are not receiving medical or dental service at the clinics 
of the Health Centre, but are continuously under the super- 
vision of the trained workers from the Centres. During 
February, 1,047 babies under two years of age were being 
supervised by the Health Centre staff in theirhomes. The 
medical activities of the Health Centre show a total of 
929 medical, dental, and nursing consultations, more than 
half of these being in the nutrition classes. In eighty-two 
instances during the month, nurses found conditions in the 
home which required calling of the family physician, and 
due to the insistence of the nurses, doctors were called in. 


Pending the completion of the new health centre 
being built by Dalhousie University out of the Rockefeller 
fund, the fifth year medical students have begun studying 
ambulatory patients at the Monday and Saturday after- 
noon clinics of Health Centre No. 1 in old Admiralty 
House. They are also having special clinics in certain 
of the city institutions. On Monday of each week clinics 
are being conducted in the Baby Welfare and Prenatal ser- 
vice of Health Centre No. 1 at four o’clock by Dr. Gordon 
B. Wiswell, and in the Nose and Throat service by Dr. 
S. J. McLennan; the two groups of students merging at 
five o’clock for the Venereal Disease clinic conducted by 
Dr. Glen Donovan. Another group of the class at the 
same time attend clinics in the Home of the Guardian 
Angel under Dr. D.G. J. Campbell. Each Saturday after- 
noon clinics on Tuberculosis for students are conducted 
at the Health Centre by Dr. T. M. Sieniewicz and Nutri- 
tion classes by Dr. F. W. Tidmarsh. 


NEW BRUNSWICK 


‘The largest and most successful meeting in the history 
of the New Brunswick Medical Society, is the slogan for 
the 1923 meeting to be held in Woodstock and Houlton on 
June 6-7-8. Physicians from all over the province have 
already signified their intention of being present and the 
large meeting already assured augurs well for the future 


success of the provincial society. The meetings will be 
held in conjunction with our confréres of the State of 
Maine and it is hoped that the getting together of the two 
societies will result in even closer cooperation between 
the physicians on the two sides of the international boun- 
dary. The same aims, the same ideals, the same work, 
the same difficulties are common to the members of both 
societies and it is felt that the papers presented will be of 
interest and benefit to all who attend. Prominent out- 
side speakers have been arranged for and the social side 
of the meeting is in the capable hands of the Aroostock 
County profession. 

A supplyof insulin thatwas procured byour Minister of 


Health, Hon. Dr. Roberts, is now being used in the St. John 
Hospital. One of the patients after five weeks treatment, 
in speaking to the writer expressed himself as thoroughly 
satisfied with the progress he has made, and the laboratory 
reports show a continuous decline in the sugar content of 
the blood, in spite of the fact that the diet, especially the 
carbohydrates, has been greatly increased in amount. It 
is an unfortunate fact that the public look on the new reme- 
dy as a cure for diabetes. While not familiar with the 
expectations of the originators of insulin, we feel that until 
such time as research and pathological examination has 
demonstrated the regeneration of the Islands of Langerhans, 
destroyed in diabetes, we should classify the new treat- 
ment with ovarian and other organic extracts which exhibit 
a marked specific action only during the time they are 
being administered. In other words, all that we can claim 
for insulin is that it ameliorates or suspends the destruc- 
tive action of diabetes during the treatment; that it will 
cure the disease seems highly improbable. 
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lhe formal opening of the new epidemic hospital con- 
nected with the General Public Hospital, St. John, marks 
the completion of a new link in the long chain of improve- 
ments undertaken to make the St. John hospital thor- 
oughly up-to-date. Built on the most improved cubicle 
system, the new building with the remodelled old one is 
the last word in the construction of infectious hospitals. 
No expense has been spared in equipping it and the pre- 
cautions taken to guard against cross infections are sure 
to remove the stigma that was inseparable from the old 
building. It is thought that the so-called ‘private’ pa- 
tients will take advantage of the facilities now afforded 
them for modern treatment, and if such proves to be the 
case the community will profit by the more strict super- 
vision of infectious cases, the hospital will benefit by in- 
creased revenue and the patients themselves will not only 
receive better and more scientific attention, but will also 
cease to be the menace to their friends that they have been 
in the immediate past. The new Out-Door department 
rapidly nearing completion will mark the end of the build- 
ing improvements for the present and in addition to bring- 
ing this important part of a modern hospital up-to-date, 
will afford ample room for the utilization of the new x-ray 
apparatus that has been recently purchased. Under Dr. 
A. M. Kirkland this department has greatly increased its 
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scope and usefulness and it is thought that the growth of 
x-ray therapy in a short time will tax even the increased 
accommodation that has been provided for it. 


Following a particularly interesting and instructive 
evening devoted to x-ray work and demonstrations by 
Drs. H. A. Ferris and A. M. Kirkland, the resurrection 
and rejuvenation of the St. John Medical Society was 
undertaken by the members of the profession present. 
For many years this society was most popular and its 
members profited by it both professionally and socially 
The war, the necessity of attending standardization 
meetings in two hospitals monthly—and perhaps the lack 
of pep in the last officers allowed the society to fall into 
oblivion whence it is to be dragged forth and, we hope, 
flourish as of old. The absence of a really representative 
society has been felt on several occasions lately; undoubt- 
edly the profession needs a society that can work in its 
interests and speak authoritatively in its name. While 
largely dependent on men who have hospital affiliations 
it is open to all members of the profession in good stand- 
ing and quite apart from its scientific aims and advantages, 
and they are many, such a medical society is the most 
democratic and most independent method of expressing 
the views of the physicians of a locality. BE. J.R 


QUEBEC 


Dr. J. Roddick Byers, who until recently was Medical 
Superintendent of the Laurentian Sanatorium for Tuber- 
culosis at St. Agathe des Monts has returned to Montreal 
and purposes to practice as consultant on diseases of the 
lungs. He holds the position of Medical Officer in Charge 
of the-Tuberculosis Clinic of the Department of Soldiers 
Civil Re-Establishment at Unit Headquarters, Montreal. 


Open New Clinic for Baby Welfare-—The Child Wel- 
fare Association of Montreal in its efforts to reduce its 
high infant mortality rate has opened up its fourth pre- 
natal clinic for the purpose of aiding expectant mothers. 
Obstetricians of the highest standing are in charge of the 
medical work of these pre-natal clinics. Patients who at- 
tend these clinics are visited by the health centre nurses, at 
their homes, who instruct them on matter of daily health 
and see that no unfavourable symptoms are unreported 
to their physician. 


Veteran McGill Graduate Dead.—News of the death 
of one of the oldest living graduates of McGill University, 
Dr. Clinton Wayne Kelly, a graduate in medicine fifty-six 
years ago, has been received by the Graduate Society of 
McGill. Dr. Kelly settled in Louisville, Ky., where he 
acquired a high reputation as a surgeon and became pro- 
fessor of anatomy in the University of Louisville. He was 
honoured by the McGill Alumni of Chicago who held a 
special celebration on his attainment of the fiftieth anni- 
versary of his graduation. Only four members of the 
class in Medicine of ’67 still survive. 


Dr. Armstrong to Leave McGill —Dr. George E. Arm- 
strong, professor of surgery and clinical surgery at McGill 
University, has resigned. His resignation has not yet 
been accepted by the university authorities. Dr. Arm- 
strong states that it will be impossible for him to continue 
in Ris position with the university beyond the present ses- 
sion. The reason for withdrawing from his university 
labours he gives is the impossibility of continuing in the 
dual position of university professor as well as surgeon- 
in-chief of the Royal Victoria Hospital, the combined 
duties having become too arduous. The name of Sir 
Henry Gray, who was a recent visitor to Montreal, has 
been freely mentioned in connection with the position of 


successor to Dr. Armstrong, but up to the present no an 
nouncement has been made as to his acceptance of the 
post. Dr. Armstrong pointed out that while he will for the 
present retain his position as surgeon-in-chief of Royal 
Victoria Hospital, he has made it clear that he will be 
ready to relinquish that post as soon as a successor suitable 
to both the university and the hospital authorities can be 
found to take his place. 


Vaccine Pioneer had Stirring Days.—Dr. Louis La- 
berge, former chief medical officer of the City of Montreal, 
died recently at the age of seventy-one. Dr. Laberge was 
a strong believer in vaccination when it was mistrusted by 
the public. He thrice narrowly escaped being murdered 
for his views. On one occasion a bullet passed through 
his silk hat. Dr. Laberge had the satisfaction of living to 
see vaccination accepted by both city and province. 
Born in Montreal in 1851, he received his education at 
the Terrebonne College, St. Therese College, St. Mary’s 
College and Victoria University. He graduated as M.D. 
in 1874. Practicing in Montreal, Dr. Laberge was ap- 
pointed a member of the city vaccination service and in 
1885 became medical health officer for the city. He repre- 
sented Montreal at the International Congress of Hygiene 
in Paris in 1889; at the Medical Convention, Glasgow, 
Scotland, in 1901, and at the Tuberculosis Congress in 
Washington in 1908. He was best known for his work dur- 
ing the smallpox epidemic of 1885, when he brought 
vaccination into full action against the deadly disease 
and did much to stamp it out. Dr. Laberge is survived 
by his wife and by two sisters, both of Montreal. 


Medical Course Extended One Y ear.—All students entering 
McGill University to train in medicine after next Septem- 
ber, will enter for a seven years’ course, according to the 
decision reached at a meeting of the Corporation of the 
University. The first two years of the prospective medical 
man will be spent in the Arts Faculty, where a revised 
course will be given with special attention to languages. 
The next four years will be spent as a student in the 
Medical Faculty, and the final year will be absorbed by 
a year’s training in hospital. Special regulations are laid 
down concerning the course to be followed by the medical 
students in the two years spent in the Faculty of Arts. 
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Mechanics will not be taken, and additional instruction 
beyond that given to Arts students will be given in chem- 
istry. In the second year, although the medical student 
will be under the control of the Faculty of Arts his destinies 
will be watched over by an advisory committee consisting 
of professors giving the courses in biology, chemistry and 
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physics, who will keep the Faculty of Arts in touch with 
the views of the Faculty of Medicine in regard to the con- 
tents of these courses. An optional subject will be added 
to the medical students’ second year course in Arts, and 
the passing mark during the two years spent in Arts will 
be the same as for Arts students. 


ONTARIO 


The new wing of the Stratford General Hospital is 
expected to be fully completed by the beginning of March. 


It has recently been announced that a bequest of 
$100,000 was left by the late William H. Hill, of East 
a for the purpose of erecting a hospital east of the 

on. 


Dr. Norman H. Sutton, of Peterborough, has been 
appointed district officer of health for district number four 
in place of Dr. George Clinton who has lately been super- 
annuated. Dr. Sutton is a graduate of the University 
of Toronto and served as medical officer overseas. 


We note that the Toronto Branch of the Canadian 
Association of Massage and Remedial Gymnastics have 
an office in Pearson Hall, Toronto. Thoroughly trained 
masseuses and masseurs who can give all forms of treat- 
ment in massage and remedial gymnastics may be ob- 
tained by applying at that address, or at the Central 
Registry of Nurses, in Toronto. The association empha- 
size the fact that no case of massage or remedial gym- 
nastics is undertaken except under medical direction. 


The statistical report of the Toronto Board of Health 
for the year 1922 has the following preface written by 
Dr. C. J. O. Hastings, the medical officer of health: “In 
looking cver the figures appearing in this annual report of 
work done it is very necessary to remember that work such 
as ours does not readily express itself in figures. Take, 
for example, the attendance of 45,360 babies and children 
of pre-school age at Child Welfare clinics, shown under 
‘prenatal, infant and pre-school.’ This is an average at- 


tendance of thirty-two at each clinic, but the figure itself 
gives little idea of the work actually done resulting in 
the improved comfort and health of the babies. 

“In addition to the work in the clinics and schools, 
the public health nurses made 85,394 visits to the homes 
in connection with their work for babies and young chil- 
dren. In relation to school children, they made 22,531 
visits, and to adults, 81,027. 

“Psychiatric surveys were made in many schools dur- 
ing the year and intensive mental examinations made of 
2,400 children; thirty-five percent of these children were 
found to be mentally defective. 

“The report of the laboratories indicates that ninety 
per cent. of the milk sold in Toronto had a bacterial count 
of less than 250,000. 

“As far as communicable diseases were concerned, 
Toronto experienced a light year. Over 50,000 quaran- 
tine visits were made to the 9,565 cases reported and 2,500 
places were disinfected. 

“In the division of Food Inspection a very satis- 
factory general advancement has been noted throughout 
the year; 447 whole animals were condemned as unfit for 
consumption, and 19,885 portions. In addition to the 
meat, 318,121 pounds of foodstuffs were destroyed. 

“Over 4,000 inspections were made of factories and 
places of amusement by the Division of Housing and 
Industrial Hygiene, and 68,000 inspections of dwelling 
places; also over 105,000 inspections concerning nuisances 
were made by the Division of Sanitation. 

“The general volume of business of the Division of 
Plumbing and Drainage showed an increase of twenty- 
two percent. over 1921. The inspections increased 
twenty-six per cent. 

“The department’s ambulance made 1,952 trips for 
transportation of communicable disease cases.” 


BRITISH COLUMBIA 


Dr. H. B. Rogers has taken up residence and begun 
practice at Chemainus, on Vancouver Island. 


Dr. W. E. Scott-Moncrieff has returned from Cali- 
fornia and has recovered from his recent serious operation; 
welcome back to Victoria. 

The B.C. Medical Association has arranged to pur- 
chase two, one hundred dollar bonds on behalf of the 
Canadian Medical Association Journal. 

A Clinical Meeting of the Association was held in the 
Vancouver General Hespital on the 16th ultimo when 
interesting cases of salvarsan jaundice, encephalitis lethar- 
gica and carcinoma of the appendix were shown. 

A Medical Building for Vancouver on the lines of 
similar buildings in course of erection in Montreal, Winni- 
peg, Seattle and elsewhere, was informally discussed for 
the first time at the meeting of the Association on January 
6th. It is hoped that before very long some real progress 
with such a scheme may be reported. 


The Vancouver Medical Association nobly responded 
to the 8.0.8. on behalf of the Canadian Medical Associa- 
tion Journal sent out by the Secretary in December last, 
and at its meeting on January 2nd, decided to purchase 
two, one hundred dollar bonds. 


Anaesthesia formed the topic for discussion at this 
month’s general meeting of Vancouver medical men. Dr. 
H. W. Riggs opened the subject of the evening with a very 
interesting paper on local anaesthesia, and was followed 
by Drs. C. H. Bastin and J. P. Bilodeau who gave their 
views on general anaesthesia. Dr. R. A. Simpson led the 
discussion. 

The Summer School Committee of the Association is 
now busy with plans for this year’s session, which it is 
proposed to hold the first week in July, immediately fol- 
lowing the meeting of the A.M.A. in San Francisco. It 
is hoped by holding our Summer School at this particular 
time, to waylay some of the prominent men from eastern 
and mid-western cities who will be passing through this 
city on their way to or from California. 
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The Victoria Medical Society has been most active 
since the New Year and the meetings have been largely 
attended and enjoyed. Dr. Thomas McPherson addressed 
the January meeting, his subject being “‘Some Remarks on 
the uses of Plaster Paris.”” Dr. G. S. Gordon, of Van- 
couver, presented a paper on pyelitis at the February 
meeting. The discussion was carried on by Doctors H. E. 
Ridewood, J. H. Moore, L. W. Cockburn, T. McPherson, 
and E. W. Boak. 


Dr. John Hunt, of Seattle, Wash., visited Victoria in 
March and addressed the society on ‘‘The Diagnosis and 
Treatment of Retro-Sternal Goitre.’”’ Dr. Hunt’s experi- 
ence rendered the address interesting and instructive. 
The subject was discussed by Drs. F. M. Bryant, H. E. 
Ridewood, E. W. Boak, and L. W. Cockburn. 


Dr. L. K. Poyntz, who has been Director of the De- 
partment of Radiology in the Provincial Royal Jubilee 
Hospital, Victoria, B.C., during the last five years has re- 
signed this appointment with the intention of taking up 
residence in Portland, Oregon. He will be associated 
with Dr. Walker, of that city, and will confine his practice 
to x-ray diagnosis and treatment and radium therapy. 
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He will also fill an appointment on the teaching staff of 
the medical faculty of the University of Oregon as lecturer 
in his specialties. In leaving Victoria, where he has en- 
joyed the confidence and esteem of the profession and 
community, Dr. Poyntz carries with him every good wish 
for his future. The hospital will still continue to have the 
benefit of this department, which comprises a thorough 
equipment for x-ray diagnosis and treatment. A deep 
ey equipment has been the latest addition; this was 
the seman of its kind to be installed in Canadian hos- 
pitals. A large supply of radium is one of the Hospital’s 
valued possessions. Dr. Poyntz was the first Canadian 
Radiologist to stufly deep therapy on the continent. The 
appointment at the Provincial Royal Jubilee Hospital is 
open at present and the Board of Directors is now re- 
ceiving applications for the post of Radiologist. Dr. 
Poyntz has been largely interested in public affairs in 
Victoria, is a real Rotarian, enthusiastically entering = 
many activities; he golfs, is a radio enthusiast and has 
gained some notoriety as a public lecturer and a news- 
paper contributor. He has taken a very active part in 
the work of The Victoria Medical Society, is a member 
of the Executive of the British Columbia Medical Associa- 
tion, and the Canadian Radiological Association, and 
Honorary member of Victoria Dental Society. 


Obituary 


Sir Thomas George Roddick. It was with very 
general regret that the profession throughout Canada 
a of the death of Sir Thomas Roddick on February 
20th. 


To few medical men is it given to be so widely and so 
generally respected, and to have been able in so many 


ways to render great service to his country. Born in 
Newfoundland in 1846, he received his early education in 
Truro, N.S., and his medical education in McGill Uni- 
versity under Campbell, Howard, Sutherland and Mac- 
Callum. He graduated with honours in 1868, and after- 
wards served as house surgeon and later as attending sur- 
geon at the Montreal General Hospital. He was appointed 
Professor of Clinical Surgery in the Faculty of Medicine, 
McGill University, in 1875, Professor of Surgery in 1890, 
and was chosen Dean of the Faculty of Medicine in 1891. 
On retiring from this position, and from the practice of 
his profession he was elected as representative of the 
Faculty on the governing body of the University. As a 
colleague he was at all times warm hearted and generous; 
as a teacher he was inspiring. He was beloved by his 
patients, to whom he was always kind and never exacting. 

On the announcement by Sir Joseph Lister of the 
successful results obtained from the employment of anti- 
septic lotions and sprays in surgery, thereby checking 
subsequent inflammation and suppuration, Dr. Roddick 
was one of the first to recognize the great value of the dis- 
covery. He promptly left his work in the hospital and 
spent three months in Edinburgh, watching Lister’s 
work and learning his methods. On his return he intro- 
duced these methods into the surgical wards of the General 
Hospital, which thereby became one of the first in America 
to attest the value of Lister’s teachings. From here as a 
centre the great value of antisepsis, and later of asepsis, 
became generally recognized throughout Canada. When 
the British Medical Association accepted the invitation 
of the profession in Canada to hold its annual meeting in 
Montreal, Dr. Roddick was elected as its President, and 
was thus the first Colonial President in the history of the 
British Association. On the outbreak of the North West 
Rebellion in 1885 he volunteered and was appointed 
chief surgeon to the Canadian forces. For his services 
in this expedition he was mentioned in despatches 
and recommended for the order of C.M.G. Another 
service rendered to the profession was when he gave 
up his practice and stood for the St. Antoine division 
in Montreal as its representative in Parliament, with 


the object of introducing a bill to establish one possible 
portal of entrance to the practice of medicine throughout 
the Dominion. He hoped gradually by means of this com- 
mon portal to unify the profession in the several provinces 
and permit those graduating from its examination halls 
to practise not only in any province of the Dominion, but 
also in any part of the British Empire. He met with 
much opposition at first, but gradually overcame it, but 
not before Parliament was dissolved. He stood again for 
the same division, and shortly afterwards was able to intro- 
duce his bill, now known as the “Roddick Bill,” recog- 
nized by all the provinces and effecting much good by 
affording a common standard while effectually protecting 
the rights of each individual province. To his initiative 
in 1905 and 1906 the Alexandra Hospital for Infectious 
Diseases, in Montreal, owes its existence. For many years 
he acted as its first president, and always took an active 
part in all matters which affected its interests. 

For the past few years Sir Thomas Roddick has been 
gradually failing in health. An increasing arteriosclerosis 
compelled him to give up private practice almost en- 
tirely, and to absent himself from all public gatherings. 
His winters were spent in Florida, with the exception of the 
present one, when his strength did not permit the exer- 
tion necessitated by travel. Honoured by the King, by 
his University, and by his Faculty, and held in affectionate 
remembrance by his many patients he died very peace- 
fully, and was laid at rest in Mount Royal Cemetery. 


Dr. John Franklin Uren one of the senior surgeons 
of St. Michael’s Hospital, Toronto, died on Saturday, 
March 3rd. Dr. Uren was born in Missouri, Oxford 
County, in 1863. He was educated at St. Mary’s College 
where he secured a teacher’s certificate. After teaching 
for some years he entered Trinity Medical College graduat- 
ing in 1890, commencing practice at Acton and later com- 
ing to Toronto. For twenty years Dr. Uren was lecturer in 
clinical surgery at the University of Toronto Medical 
School; he had been on the staff of St. Michael’s Hospital 
for more than twenty-five years. 


Dr. Alexander Ford died at Toronto General Hospita| 
on March 2nd, from septicemia. Dr. Ford was a graduate 
of Queen’s University and practiced in Oshawa for twenty 
years. He was well known in practice and also held the 
position of physician to the Grand Trunk Railway. 
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Dr. Lawrence Bruce Robertson died in the Wellesley 
Hospital on February 24th. One of the keenest of the 
younger surgeons and a frequent contributor to the 
Journal, Dr. Robertson will be much missed. Graduating 
in 1910 from Toronto University he was appointed an 
interne at the Sick Children’s Hospital; leaving it he spent 
four years on the medical staff of Bellevue and New York 
Hospitals, and on returning to Toronto, became attached 
to the Hospital for Sick Children in that city. One of the 
first volunteers for the ‘Great War,’ Dr. Robertson gave 
splendid service both to the Canadian and Imperial medical 
corps and it was soon well known throughout the front 
that transfusion was better done by his method than by 
that of most of his confréres. Since his return to Canada 
Dr. Robertson had devoted much time to perfecting the 
technique of transfusion and his method of exsanguination 
with subsequent transfusion has been well received in 
most hospitals. A fuller account of his interesting life 
and services will appear elsewhere in the Journal. 


_ _ Dr. R. W. Forest died in Toronto on February 23rd 
in his eighty-fourth year. Born in Lanark, Scotland, he 
came to Canada early and graduated from the old Toronto 
School in 1864. In 1864 and 1865 he was engaged in war 
work with the American army; at the close of the war he 
settled in Mount Albert where he practiced for the next 
forty-six years, retiring in 1911 to live in Toronto. 


Dr. James Lavell, a prominent Windsor physician and 
coroner for Essex County, died suddenly in his automobile 
while driving through Walkerville on March 9th. Dr. 
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Lavell was fifty-seven years of age and had graduated from 
the Detroit College of Medicine. An active Liberal in 
politics he had served several terms as a member of 


the Windsor city council and also as one of its school 
trustees. 


Dr: Alexander McKay, inspector of Provincial Hos- 
pitals, died in the Wellesley Hospital, Toronto, on Febru- 
ary 18th, aged fifty-three. A graduate of Trinity Medical 
School in 1895, before he went overseas he had been chief 
medical inspector of ‘Toronto public schools. On his re- 
turn from France, he was appointed inspector of hospitals 


for the Dominion which position he held at the time of his 
death. 


Dr. C. W. Thompson died in Clinton on February 
18th in the midst of an active and busy practice. Well 
known in the district, Dr. Thompson was at work practi- 
cally to the last day of his life. Dr. Thompson was a 
graduate of Toronto University in 1893. 


Dr. G. W. MacNamara died in Pennsylvania in his 
seventy-first year. A graduate of Toronto University, 
Dr. MacNamara had practiced medicine for over thirty 
years. Two brothers, Dr. A. T., and Dr. J. J., practice 
medicine in Toronto. 


Dr. William T. Greenwood died in St. Catharines on 
February 25th after a long illness. A graduate of McGill 
University he had practiced at Niagara-on-the-Lake 
for some years before settling in St. Catharines. 


Book Reviews 


The History of Medicine in its Salient Features. By 
Walter Libby, M.A., Ph.D., University of Pittsburg. 
8vo., pp. xii, 427, 9 illustrations. Price, $3.00. 
Boston and New York, Houghton Mifflin Co. Tor- 
onto, Thomas Allen, 1922. 


This book is based upon a series of lectures given to a 
class of third year students in medicine. Pre-Harveian 
medicine is considered under chapter headings dealing 
with the Priest-Physicians of Egypt and Babylonia, ‘Hip- 
pocrates, Roman Anatomy and Surgery, Arabian Medi- 
cine, The Revival in the Sixteenth Century. Following 
the chapters on Harvey, Sydenham, Boerhaave, and John 
Hunter, various branches of medical science are treated 
in detail with a discussion of the influence of various great 
teachers and writers. Here we find such titles as Morbid 
Anatomy and Histology with Morgagni and Bichat as the 
outstanding names, Local Diagnosis with Auenbrugger 
and Laennec principally considered. Then follow chap- 
ters on the advances in Physiology, Embryology (Von 
Baer) Cellular Pathology, Anaesthetics, Organic Evolu- 
tion, Bacteriology, Antiseptic Surgery, Syphilis, Tropical 
Medicine and Medicine in War. 

Prof. Libby has made a very readable book, no simple 
matter when so much which appears important has to be 
considered in an attempt to cover such an extensive sub- 
ject particularly when it has to be compressed into rela- 
tively few pages. To make mention of all the landmarks 
in the history of medicine would require most of the space 
in the book and the result would be much like reading the 
sixth chapter of the First Book of Chronicles. Some of 
the more important subjects have been chosen, and about 
these and the great men concerned there has evolved a 
story of human interest. The book will not suit every- 
body for many of the interesting personalities in medicine 
must perforce be passed over or receive but scant mention 
—for anal. the name of Louis is not to be found. 
Some ma: gree with the author’s complete acceptance 
of the Columbian theory of the origin of syphilis in Europe. 
The chapter on the theory of organic evolution should 


perhaps find a place in the history of science rather than 
in the history of medicine which finds no place for Wither- 
ing, Beaumont, Bright, Addison, Graves and others who 
have left an indelible impress upon the science of medicine. 
In recounting Laennec’s story of his first attempt at 
mediate auscultation the author translates the words 
“Je pris un cahier de papier” into “I took a paper note 
book.” Forbes translated the words “cahier de papier” 
as ‘‘a quire of paper.” If Prof. Libby prefers to consider 
this as referring to a paper note book how does he trans- 
late Laennec’s further statement ‘Le premier instrument 
dont j’ai fait usage etait un cylindre on rouleau de papier, 
forme de trois cahiers de papier battu.’’ 

There is need for a history of medicine of the type 
which Prof, Libby has given us and we bespeak for it a 
large circle of readers. IH.G 


Bulletin No. VIII of the International Association of 
Medical Museums and Journal of Technical Methods. 
Sir William Osler Memorial number. Part I. Scien- 
tific and Practical. Managing Editor, Maude E. 
Abbott, Montreal, December, 1922, pp. 264. Mur- 
ray Printing Co., Limited, Toronto. 


This well printed and illustrated Bulletin is Part I 
of the Sir William Osler Memorial number. Part II, 
which is in the press, will present many personal and bio- 
graphical sketches of him as well as articles on his scien- 
tifie work and on the way he influenced the work of others. 

The present section contains many useful and practi- 
cal papers which will be read with enjoyment by all who 
are engaged in or interested in medical museums. Sev- 
eral of these essays are on war museums. One of the most 
important is entitled “Methods used in the Army Zone 
for the Preparation of Bone Lesions Resulting from In- 
juries of War” by L. J. Rhea who devoted much time and 
ingenuity to this work. Other papers deal with “Colour 
Preservation and Mounting,” ‘Museum Jars and La- 
belling,”’ “Photography,” ‘Microscopic Technique,”’ 
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“Bacteriological Technique,’ and communications on 
“Comparative and Morbid Anatomy and Pre-Natal Pa- 
thology.” 

The frontispiece is an excellent reproduction of a 
photograph of William Osler who was a Charter Member 
of the International Association of Medical Museums. 
We congratulate the Editorial Board and especially Dr. 
Maude Abbott upon the excellence of this Bulletin and 
feel sure that their efforts to produce in Parts I and II 
a fitting Memorial to Sir William Osler will be greatly 
appreciated by the medical world. A. M 


General and Professional Biology By Edward J. Menge, 
Ph.D., p. 959, numerous cuts. Price, $6.50. Bruce 
Publishing Co., Milwaukee, 1922. 


This well written and printed book is a veritable mine 
of information for the student and would prove a valuable 
addition to the library of any physician. In it he would 
find a brief but accurate description of such parasites as 
that of malaria and bilharzia and of the various parasitic 
worms, and of the mosquito for example. In the first 
part.of the book a survey of the entire field of general 
biology is given including a history of the science, an intro- 
duction to genetics, to palaenotology and to classification. 
The second part contains an introduction to the embry- 
ology of the chick, frog, and mammal, and in the third 
part the reader is introduced into the study of comparative 
anatomy. Finally is included sixty-nine pages of glos- 
sary, giving the pronunciation and derivation of all the 
scientific terms used in the book. This is a very valuable 
feature. If one criticism may be made, it is that the 
author has perhaps too great a fondness for scientific 
terms and uses them to excess, but there is no surer method 
of developing accuracy of thinking than the use of accurate 
scientific terms. V. E. H. 


The Bacteriophage. Its Réle in Immunity. By F. 
D’Herelle, translated by George H. Smith, Ph.D. 
6x9, 287 pp. Illustrated. Price, $4.25. Williams & 
Wilkins Co., Baltimore, U.S.A., 1922. 


This English edition of the book by D’Herelle, of the 
Pasteur Institute, is properly a new work containing much 
new material not found in the French original. It is very 
simply and well written and excellently translated. The 
publishers, too, deserve credit for this splendid produc- 
tion. As the whole subject of the book is new, possibly 
a brief statement may be permitted. The fundamental 
observation was made in the case of a patient who was suf- 
fering from dysentery. Each day a tube of bouillon was 
inocculated with faecal material. After some hours growth 
the bouillon was filtered through a Chamberlain filter to 
remove organisms and some drops of the filtrate added to 
a fresh culture of the dysentery bacillus and returned to 
the incubator. While during the course of the disease 
good growth occurred in the tubes inocculated with dysen- 
tery and filtrate, on the day of convalescence no growth 
occurred and if a few drops of the bouillon were added to 
a tube turbid with dysentery bacilli, this in a few hours be- 
came clear; the bacteria had been dissolved. D’Herelle 
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believes that this clearing was due to the growth of a 
microorganism ultramicroscopic in size which was a para- 
site destroying the bacteria. This book sets forth at 
length, but simply, the reasons for this belief, and also 
the deductions which may be drawn from the facts ascer- 
tained in regard to its réle in immunity and suggestions 
as to its practical applications to the treatment of disease. 
Though the theory has been combatted and is still under 
discussion, there is little doubt that this discovery is ns 
nant of further advances in medicine. y, BK. H. 


A Manual of Diseases of the Nose and Throat—By 
Cornelius G. Coakley, A.M., M.D., F.A.C.S. Sixth 
edition, revised and enlarged. Illustrated with 145 
engravings and seven coloured plates. Published by 
Lea & Febiger, New York and Philadelphia, 1922. 


This well known book has now appeared in a Sixth 
Edition. This in itself is sufficient to indicate that it 
has been found satisfactory. In its present form there has 
been included all the recent advancements in oto-laryn- 
gology of proved value. The technical details of the 
examination of the nose, pharynx, and. larynx, are very 
clear and well illustrated. A chapter devoted to case 
taking might advantageously have been added in order 
to keep before the student and practitioner the importance 
of viewing the patient’s symptoms from the standpoint 
of a general medical survey. Some of the excellent pages 
on sinus diseases of children might be curtailed to permit 
this. 

The treatment of disease of the nasal accessory 
sinuses is very clear and soundly conservative. In fact, 
treatment throughout the book is very fully and clearly 
stated. Coakly describes the methods he uses himself 
and not what everyone else may do. 

The illustrations are well chosen and _ sufficient, 
particularly those referring to tonsil operations, and post- 
operative ligature. The final chapter deals with thera- 
peutics and the various remedies are classified so that the 
reader may understand more clearly the indications for 
their use. 

The book must be classed with the smaller nose and 
throat works, yet when one considers how much larger 
works are made up by quotations and references to other 
writers and the use of many unnecessary illustrations, to 
describe this book as aaa may be misunderstood. It 
is easy to read, thoroughly sound in its teaching, and one 
students and general practitioners may readily turn to 
learn the practice of a sound conservative American 
rhino-laryngologist. GG. G 


Physics and Chemistry for Nurses, By A. R. Bliss, Jr., 
A.M., Phm.D., M.D., and A. H. Olive, A.M., Phm.D. 
Octv. 190 p., 70 illustrations. Price, $2.50. J. B. 
Lippincott Co., Philadelphia. 


This is a simply written book in which the funda- 
mentals of PAysics and Chemistry are simply given, and 
illustrated throughout with simple experiments, which 
are very pertinent and well chosen. It should be a very 
useful book to those who have to give such instruction to 
nurses. V. &. Bf. 








Gluten Flour 


40% GLUTEN 
Guaranteed to comply in all respects to 
standard requirements of U. S. Dept. of 
Agricuiture. 
Manufactured by 
FARWELL & RHINES 
Watertown, N. Y. 


When in Toronto visit the ROYAL ONTARIO MUS- 
EUM, 2583 Bloor Street West, near Avenue Road. 
Largest permanent exhibition in Canada. Archaeology, 
Geology, Minerology, Palaeontology, Zoology. Open 
daily—10 a.m. to 5 p.m. Sunday—2 to 5 p.m. Bloor, 
Belt Line, Dupont and Avenue Road Cars. 
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—_— 7 t ‘The result of our examination 
foes aa aia pe eT sn shows that of three leading Blaud 
itated Ferrous Carbonate prepared es cae Pa 
sue - To Pre eene. Each 10 = Blaud Capsules showed the highest 

psule contains approximately percentage of Ferrous Carbonate.”’ 
1 gr. of Iron in the Ferrous state. Milton Hersey Co., Limited 


FROSST’S BLAUD CAPSULES 


These Capsules do not oxidize nor sg = ag oe = f 
harden with age—an ideal form a ee y 


for the administration of iron. number to designate formula 
desired. 


Charles &. Frosst & Co. 


MONTREAL 


Stomachic 
Rebellion 


is not in the clinical picture when you use BENZYLETS. 


That is an out-standing, consistently constant clinical fact when these gelatin 
globules, each carrying 5 minims of medicinally pure benzyl benzoate are 
administered. 


BENZYLETS:—non-narcotic, non-toxic, analgesic-antispasmodic in pains and 
spasm of unstriped muscle; in boxes of 24. 


FRANK W. HORNER Ltd. SHARP & DOHME 


38-46 St. Urbain Chemists since ’60 
Montreal Baltimore, Md., U.S.A. 
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Books Recetved 


Anaesthesia in Children. By C. Langton Hewer, M.B., 
BS., M.R.CS., L.R.C.P. 111 pages with 31 illus- 


trations. Price, 4s. 6d. net. Published by H. K. 
Lewis & Co., London. 


The Bacteriophage—Its réle in Immunity. By F. D’Her- 
elle, translated by George H. Smith, Ph.D. 282 pages 
with 14 text illustrations. Published by Williams 
& Wilkins, Baltimore, Md., 1922. 


Medical Axioms, Apho1isms and Clinical Memoranda. 
By James A. Lindsay, M.A., M.D., F.R.C.P. 192 
pages. Price, 6s. net. Published by H. K. Lewis 
& Co., Ltd., 28 Gower Place, London, W.C.1. 

An Introduction to Electro-Therapy. By Catharine 

Jameson. 196 pages, with 78 illustrations. Price, 

6s. net. Published by H. K. Lewis & Co., 28 

Gower Place, London, W.C.1. 


Bulletin No. VIII., International Association of Medical 
Museums and Journal of Technical Methods. Edited 
by Maude E. Abbott, M.D., McGill University, 
Montreal, December, 1922. Price, $3.00. 


The Successful Physician. By Verlin C. Thomas, M.D. 
Octavo of 303 pages. Price, $4.00. Published by 
W. B. Saunders Company, Philadelphia. Canadian 
Agents, J. F. Hartz Co., Toronto. 


Orthopaedic Surgery. By Sir Robert Jones, K.B.E., 
C.B., and Robert W. Lovett, M.D., F.A.C.S. 681 
pages with 712 engravings. Price, $9.00. Pub- 
— by William Wood & Co., 51 Fifth Avenue, New 

ork. 


The Chemistry of Tuberculosis—a compilation and critica! 
review of existing knowledge on the chemistry of the 
tubercle bacillus and its products, chemical changes 
and processes in the host, and the chemical aspects 
of the treatment of tuberculosis. By H. Gideon Wells, 
M.D., Ph.D.; L. M. DeWitt, M.D.; A. M. and Es- 
mond R. Long, Ph.D. 447 pages. Price, $5.25. 
Published by Williams & Wilkins Co., Baltimore, 1923. 


The Gold Headed Cane. By William Macmichael, M.D 
A new edition with introduction and annotations by 
George C. Peachey. 190 pages, illustrated. Price, 
$4.50. Published by Henry Kimpton, 263 High 
Holborn, London, W.C.I., 1923. 


American College of Surgeons. Tenth Year Book, 1923. 
Published at 40 East Erie St., Chicago. 


Exercise in Education and Medicine. By R. Tait McKen- 
zie, M.D., LL.D. Third edition, thoroughly re- 
vised. 601 pages, with 445 illustrations. Price, 
$5.00 net. Published by W. B. Saunders Company, 
nomena Canadian Agents, J. F. Hartz Co., 

oronto. 


Optical Methods in Control and Research Laboratories. 
By J. N. Goldsmith, Ph.D., MSc., F.LC., 8. Judd 
Lewis, D.Sc., B.Sc., F..C., Ph.C., and F. Twyman, 
F.Inst.P. Volume I, second edition. 56 pages, illus- 
trated. Published by Adam Hilger, Ltd., 75A Cam- 
den Road, London, N.W.1. 


Monographs on Experimental Biology :— 

1. THe Biotocy or Derats. By Raymond Pearl, 
Johns Hopkins University, being a series of lectures 
delivered at the Lowell Institute, in Boston, in 
December, 1920. 268 pages, illustrated. Price, $2.50. 
Published by J. B. Lippincott Co., 201 Unity 
Building, Montreal. 

2. LABYR!INTH AND EQUILIBRIUM. e 
Maxwell, M.S., Ph.D. 160 pages, illustrated. Price, 
$2.50. Published by J. B. Lippincott Co., 201 
Unity Building, Montreal. 

3. Insury, REcOVERY, AND DEATH, IN RELATION TO Con- 
DUCTIVITY AND PERMEABILITY. By W. J. V. Oster- 
hout, Ph.D. 252 pages, illustrated. Price, $2.50. 
Published by J. B. Lippincott, 201 Unity Building, 
Montreal. 


By Samuel Steen 


Green’s Manual of Pathology and Morbid Anatomy. 
—revised and enlarged. By W. Cecil Bosanquet, 
M.A., M.D., F.R.C.P., and G. 8. Wilson, M.D., 
M.R.C.P., D.P.H. Thirteenth edition. 624 pages 
with 244 illustrations. Price, $6.00. Published by 
Bailliére, Tindall & Cox, 8 Henrietta St., Covent 
Garden, London, Eng. Canadian Agents, J. F. 
Hartz Co., Toronto. 


Charles White of Manchester, (1728-1813) and The Arrest 
of Puerperal Fever. By J. George Adami, C.B.E., 
M.D., F.RS., containing also a reprint of Charles 
White’s published writings upon ree fever. 
142 pas: Price, 5s. net. Published by Messrs 
Hodder & Stoughton, Ltd., London; and The Uni- 
versity Press of Liverpool, Ltd. 


ONTARIO MEDICAL ASSOCIATION 


Forty-Third Annual Meeting 
~ WINDSOR 


May 29th, 30th, 31st and June Ist, 1923 


The profession of the Border Cities who have this meeting in hand and who have 
been laying and perfecting their plans since June of last year, are now in a position to 
announce that all is in readiness for one of the best meetings in the history of the 


Association. 


Preliminary Programmes will be issued shortly. Make your plans now to attend. 
And remember that a right royal good time awaits you. 


— PLAN TO BE THERE — 





